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SOME RECENT ADVANCES IN MEDICAL DIAGNOSIS 
AND TREATMENT * 


A. H. DOUTHWAITE, M.D., F.R.C.P. 


Physician to Guy's Hospital 


Medicine has made such gigantic strides in the last few 
years that to cover the field would be a task beyond my 
powers. I shall limit myself to those recent advances 
with which I am chiefly familiar. Most of these relate to 
the digestive tract. 


Sialography 


The radiographic demonstration of the ducts of the 
parotid and submaxillary glands has been made possible 
by the injection into them of substances opaque to x rays. 
Payne (1931) described in detail the introduction of 
lipiodol into the parotid duct. By this means the outline 
of the main duct and its branches can be demonstrated 
and, when infection occurs, various abnormalities such 
as spherical dilatation, comparable to that seen in 
bronchiectasis of the lung, can be demonstrated. The 
same writer (1933), describing nineteen cases of recurrent 
pyogenic parotitis fully investigated by examination of 
the saliva and also by sialography, summarizes the symp- 
toms and signs of this by no means uncommon disease. 
It usually starts with a feeling of fullness in the region of 
one parotid and then slight swelling. Attacks may be 
initiated by a meal. The gland gradually enlarges, reach- 
ing its Maximum within a few hours up to twenty-four, 
and subsides over a course of several weeks. During 
subsidence a foul taste may be experienced, and exam- 
ination may reveal muco-pus oozing from the duct. After 
a period of relief the whole process is repeated. It is 
interesting to note that the ratio of females to males 
is 8 to 1. So far as physical signs are concerned the 
gland is easily palpable, not uncommonly tender, and, 
with acute exacerbation of the disease, fever, increase of 
swelling, and well-marked tenderness are present. The 
Saliva, instead of being clear, contains numerous flakes 
consisting of shreds of mucus with pus cells, epithelial 
cells, and micro-organisms. I have notes of seven patients 
whom I have seen with this disease, and five of them have 
apparently recovered completely as the result of massage 
to the parotid, directed especially along the line of the 
duct, and also diathermy. In one case of submaxillary 
gland infection its removal resulted in entire disappear- 
ance of symptoms. In the submaxillary gland case and 
three of my-parotid patients the outstanding symptom 
was, in point of fact, that of soreness of the tongue, and 
Owing to the great frequency with which one meets this 
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most troublesome symptom in practice the possibility of 
a chronic infection of one or other of the salivary glands 
should certainly be borne in mind. 


Gastric and Peptic Ulcer 


One cannot obtain a clear idea of the advances made 
in the diagnosis and treatment of these conditions without 
briefly reviewing the last twenty years, or even more. It 
was Moynihan who was responsible for describing the 
symptoms of duodenal ulcer and placing that condition on 
the medical map as a diagnosable entity. In 1921 Bennett 
and Ryle published the result of their investigations of 
a hundred healthy students by means of a fractional test 
meal, and thus applied a further stimulus to gastro- 
enlerology. They showed that 20 per cent. possessed a 
degree of free acidity which fell outside the mean curve. 
Of this 20 per cent. half were hyperchlorhydric and half 
were hypochlorhydric or achlorhydric. It was about this 
time that they and other workers popularized the alkali 
treatment of gastric and duodenal ulcer, MacLean, 
Jones, and Fildes (1928) wrote on the cure of gastric and 
duodenal ulcers by intensive alkaline treatment. They 
referred to the already well-known fact that suitable 
alkalis, rest, and diet would cause a disappearance of 
symptoms, and produced various radiographs showing the 
disappearance of ulcer craters. The investigations of these 
patients were not, however, repeated after a long enough 
interval to justify the assumption that they were cured, 

We now know that a great number of methods of treat- 
ment will result in the apparent cure of an ulcer if judged 
purely by x-ray appearances. I have produced equally 
striking effects with histidine in patients who have had no 
other treatment, but am quite satisfied that, in spite of the 
relief of symptoms, the ulcers were not cured, This 
drug, which has been used largely in the form of a pre- 
paration called “larostidin,” is injected intramuscularly 
daily for fifteen to twenty doses. Numerous and con- 
flicting reports have appeared as to its value. The general 
opinion of critical observers is that it seems to have some 
effect in aiding the healing of ulcers, but it is not per- 
manent, and certainly the preparation cannot replace the 
more orthodox methods of therapy. I began to doubt 
its efficacy when I followed up histidine-treated patients 
for a few weeks subsequent to the discontinuation of 
treatment. In every case a relapse was noticeable, not 
only from recurrence of symptoms but also from x-ray 


4038 








1144. May 28, 1938 


appearances within five weeks. No doubt the mere fact 
of relapse is a strong point in favour of the histidine 
having done some good, but, on the other hand, it is 
highly improbable that anything approaching healing 
could have been produced with such an early return of 
all the signs and symptoms. There is no evidence that 
ulceration in the human being is due to a deficiency of 
histidine, and there seems, in point of fact, no convincing 
experimental work to justify its use. If a series of 
patients are treated with an intensive alkali and dietetic 
regime and compared with those treated with histidine it 
will be found that there is very little difference in the 
immediate recovery percentage. On the other hand, the 
histidine-treated patients relapse more readily and far 
more rapidly than those treated by diet and alkali. 
Gastroscopy has already taught us that large craters as 
seen by x rays seldom seem so deep when observed by 
direct vision. The apparent depth is produced not only 
by swelling of the mucosa but by contraction of the under- 
lying muscularis. 


Associations of Gastro-intestinal Disease 


The remarkable discoveries of Minot and Murphy 
relative to the treatment of pernicious anaemia, and the 
more recent work of Castle in explaining the association 
of achylia with this hitherto tatal disease and with sub- 
acute combined degeneration of the cord, have given a 
tremendous forward impulse to the study of gastro-intes- 
tinal disease and its relation to more remote systems of 
the body. I drew attention (Douthwaite. 1936) to an 
interesting group of hitherto unexplained cases of poly- 
neuritis, sometimes of extreme severity, all of which 
appeared to be associated with disease of the stomach 
leading to achlorhydria or achylia, and termed these 
gastrogenous polyneuritis. In view of Castle's recent work 
it way well be that they are actually examples of European 
beriberi, for it has been shown that in conditions of 
gastritis and achylia the absorption of vitamin B, may be 
deficient, and that an adequate supply of this substance 
is capable of curing certain types of neuritis, especially 
alcoholic neuritis, even though the original aggravating 
factor is still operative. 

Faber (1927) preached unheeded for many years the 
doctrine of chronic gastritis. He studied stomachs pre- 
served by the injection of 10 per cent. formalin solution 
through the abdominal wall into the peritoneal cavity and 
into the stomach, and, following that investigation, he 
advanced the study of gastric pathology by the recognition 
of chronic gastritis and also of the acute variety. Whether 
one has to assume that all cases of achylia are the result 
of chronic gastritis is to my mind quite another matter. 
This has been accepted as a teaching during the last few 
years on incomplete evidence, for although it is clear 
that chronic gastritis might well be expected to produce 
atrophy of the mucosa in time, it is by no means certain 
that all conditions in which gastric atrophy is present have 
been preceded by an inflammatory state—in short, by 
gastritis. One must be cautious before jumping to this 
conclusion, particularly when it ts borne in mind that the 
incidence of achlorhydria and achylia rises steadily with 
age. It seems on the face of it unlikely that an inflam- 
matory condition of the stomach would attack the 
populace with such regularity. On the other hand, if 
achylia is due to a gradual degeneration, such as occurs 
in other structures with advancing years, the findings 
would be understandable. The point is of importance 
because if Hurst's view is correct, that gastritis is the pre- 
cursor of achylia, and gastritis always precedes the 
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development of carcinoma of the stomach, except in ulcer 
cancer, it should be possible materially to reduce the 
incidence of stomach cancer. If, on the other hand, 
achylia is frequently not the result of inflammatory 
changes, the whole supposed association between achylia, 
gastritis, and carcinoma becomes at once subject to con- 
siderable doubt. Morley (1937) quotes Robertson’s and 
Wilkinson’s cases of cancer of the stomach where test 
meals taken at intervals have shown the presence of a 
carcinoma and a free acidity which has steadily dimin- 
ished. This would suggest that the cancer was respon- 
sible for the fall of acid. The most that can be said at 
present is that, although on theoretical grounds it is prob- 
able that the gastritis-cancer sequence is true in a pro- 
portion of cases, it must not be regarded as an invariable 
association, even apart from those cases of cancer which 
do sometimes arise in chronic gastric ulcer. 


Non-ulcerative Haematemesis and Melaena 


In using the term “non-ulcerative ~ I mean to imply 
that the cases about to be described are those in which 
protuse haemorrhage has occurred and shown itself either 
as melaena or as haematemesis, or both, and in which 
there has been no preceding history of ulcer and where the 
most careful investigations have completely failed to reveal 
the presence of an ulcer after the haemorrhage. Further- 
more, the subsequent history of these patients has been 
quite unlike that generally associated with peptic ulcer. 


My attention was first drawn to the possibility of severe 
haemorrhage occurring in the absence of a readily demon- 
sirable disease in the stomach or duodenum by a patient under 
m\ care at Guy's Hospital who had been twice admitted on 
account of recurrent severe haematemesis. He gave no history 
of indigestion. Melaena persisted for two or three days only 
and then cleared up. Several x-ray examinations revealed no 
disease. A _ fractional test meal showed achlorhydria and a 
great excess of mucus in every specimen. The case was pre- 
sumably one of gastritis. With rest in bed, a non-irritant 
diet, and gastric lavage he rapidly improved. A further test 
meal revealed a return of free hydrochloric acid and no excess 
of mucus. There has been no recurrence of symptoms after 
five years. 

A man aged 50 was seen by me three years ago on account 
of severe haematemesis and melaena, again with no preceding 
history of indigestion. Physical examination was negative, 
except for haemoglobin of S52 per cent. and heavily intected 
teeth. He was treated with soft diet and rest in bed, but had 
a further severe melaena. His doctor then called in a surgeon, 
who performed a laparotomy and found no abnormality. The 
patient recovered in spite of this. A test meal revealed 
exactly the same state of affairs as in my previous case. 

A third man, 60 years old, was under my care in hospital 
with recurrent small haematemeses but no pain. A fractional 
test meal again showed a picture of severe gastritis and absence 
of free hydrochloric acid, and blood in every specimen. In 
fact, it looked very much like the test meal of a carcinoma of 
the stomach. Repeated x-ray examinations were negative. 
Stomach washouts were heavily tinged with blood for four 
or five weeks, but ultimately complete recovery took place. 


The next three patients were those with hyperchlorhydria. 


. In one there was a history suggesting a duodenal ulcer, but this 


was not demonstrated by the most careful and repeated x-ray 
investigations, and the profuse melaena for which he came in 
cleared up in two days. The other two patients are of con- 
siderable interest, since both of them were doctors and reliable 
witnesses. The first consulted me because he had noticed 
black stools and had felt giddy. He said that he had been 
perfectly well until a few hours after being at a cocktail party, 
where he had had only one cocktail but had eaten a large 
number of salted almonds. His theory was that these had 
scratched his mucosa. Investigation in a nursing home 
revealed the hyperchlorhydria so common in doctors. X-ray 
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examination four days after the melaena showed a normal 
stomach and duodenum. Occult blood had left the stools in 
three days. The patient has been back at his busy practice 
for over two years since, and has taken no precautions: he has 
smoked and has taken alcohol without any further trouble. 

The last example was that of a doctor who, on account of 
supra-orbital neuritis, kept himself going in his practice by 
taking aspirin. This had been proceeding for ten days when 
one morning he awoke with pain and took two aspirin tablets 
without water or milk, as had been his custom hitherto. A 
quarter of an hour later he felt a slight epigastric pain: the 
same day, four or five hours later, he felt faint and had colic. 
and soon passed stools containing a little visible blood and a 
large amount of tarry material. The value of this instance is 
that he had his alimentary tract examined by x rays and a 
fractional test meal and a blood count done four or five 
days before this occurred, and, apart from a hyperchlorhydria, 
he was shown to be normal. The investigations were purely 
precautionary, as he had reached middle life (41 years). After 
the melaena, which lasted for three days, his haemoglobin was 
58 per cent. In spite of this he carried on at work, and made 
a complete recovery. When radiographed twelve days after 
the bleeding, again no abnormality was found. He had never 
had any symptoms of indigestion, and has had none since, 
although two years have elapsed. 


The last two cases, I believe, illustrate the susceptibility 
of the gastric or duodenal mucosa, especially in the 
presence of a high acid, to what are regarded as minor 
sources of irritation—in the one alcohol, or possibly salted 
almonds, in the other free acid liberated from aspirin. 

Clearly, it is of practical value to realize that profuse 
haemorrhage may occur as the result of chronic gastritis 
on the one hand, or comparatively slight trauma in the 
presence of hyperchlorhydria on the other hand, otherwise 
these patients might well be condemned to irksome and 
superfluous restrictions. The more our knowledge of the 
stomach increases, the greater does the value of special 
methods of investigation increase. It is only by these that 
we can be certain of such diagnoses as gastritis and 
mucosal atrophy. Many people presenting test meals of 
a type suggesting gastritis have no symptoms whatsoever. 
In the past it has been assumed that gastritis was 
present if there was hypochlorhydria or achlorhydria, 
associated with an excess of mucus. On the other hand, 
the finding of hyperchlorhydria, which is seldom associated 
with an excess of demonstrable mucus, was not thought 
necessarily indicative of gastritis. Too much importance 
has been attached to what has been regarded as an excess 
of mucus in the past. The less the acid secreted, the 
more will the mucus appear to be, although there may be 
no true absolute increase. Conversely, in highly acid speci- 
mens, mucus, when present, is masked and is very difficult 
to detect. The most obvious appearances of gastritis, as 
seen through the gastroscope, are usually to be found in 
a hyperchlorhydric stomach in which test meals reveal 
no mucus. In short, a hypertrophic gastritis that is very 
liable to superficial erosions and bleeding will give a test 
meal of hyperchlorhydria more often than not. If in cases 
of achlorhydria or hypochlorhydria there is apparently 
a great excess of mucus, so much so that it is difficult to 
obtain specimens through the tube, and if in addition 
blood or pus cells are detected microscopically in the test 
meal deposits, and again if the test meal has an unpleasant 
smell, it is probably correct to assume that chronic gastritis 
is indeed present. 

The value of the gastroscope lies mainly in three direc- 
tions: (1) Giving a clear view of the gastric mucosa, from 
which one can say with some degree of certainty that 
gastritis is or is not present. (2) Indicating whether an 
ulcer which has apparently healed, according to occult 
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blood tests and x-ray examination, has in fact healed or 
not. Usually it has not, and it requires many more weeks 
of treatment after the signs are absent before sound 
healing has occurred. (3) To determine whether an ulcer 
is malignant. A malignant ulcer can occasionally be 
recognized as such, when x rays have failed, by observa- 
tion of its irregular edge. 

X Rays.—The combination of the use of small quantities 
of barium emulsion smeared over the stomach and duo- 
denum and the development of apparatus which allows of 
aimed exposures, if necessary with compression, makes 
such an advance in radiographic technique that, given 
enough experience in interpretation, there is seldom any 
possibility of error in the diagnosis of peptic ulcer, or 
genuine as opposed to imaginary disease of the appendix. 
The only common mistake is to diagnose gastritis too 
readily, but this aspect will gradually be checked by the 
extended use of the gastroscope. 

The most important contribution to gastro-enterology 
which has been made in recent years is provided by 
Magnus and Ungley (1938). Immediately after death 
from pernicious anaemia the stomachs were fixed by the 
introduction of formalin through a stomach tube. Micro- 
scopy showed that the characteristic lesion was one of 
atrophy of all the stomach coats in the region of the 
fundus and the body mucosa. The pyloro-duodenal 
region, which was hitherto supposed to be responsible for 
the production of the intrinsic factors necessary for the 
health of blood and spinal cord, was quite normal, 
Furthermore, there was nothing to suggest that inflamma- 
tion—that is, gastritis—had preceded the atrophy, Gastro- 
scopy confirms the localization of the trouble, 

Fifteen years ago, when the orthodox treatment for 
gastric and duodenal ulcer was prolonged rest in bed and 
two-hourly feeds of milk and milky foods until the stools 
became free of occult blood, | abandoned this procedure 
in favour of a liberal though soft diet, allowing milk, 
cereals, bread-and-butter, honey, fish, and egg, and purse 
of fruit and vegetable, after one week of rest in bed 
on milk only. I have had no reason to regret it. I had 
not the strength of my convictions when dealing with 
cases of haematemesis until reading of the most impressive 
series produced by Meulengracht (1935), who gave patients 
exhibiting haematemesis and melaena a liberal diet, in- 
cluding even meat, provided the food was soft and the 
solid food was served as purée, with the most excellent 
results. He points out quite rightly that it is desirable 
that the stomach should not be empty of food and thus 
contain free gastric juice, which may be highly acid and 
therefore detrimental to the ulcer which is bleeding. 
Furthermore, the prolonged starvation of the patient, and 
even deprivation of an adequate amount of fluid, which 
was sO common in the past could only give rise to 
anxiety, restlessness, and diminishing recuperative powers. 
His method of feeding has now become fairly general 
in our hospitals, and the claims have been fully vindicated. 


Regional IHleitis 


Localized inflammation of the small intestine has 
recently been holding the centre of medical attention. 
Crohn, Ginzburg, and Oppenheimer (1932) reported 
thirteen cases in which it was in the terminal foot of the 
ileum. It appeared to begin in the ileo-caecal valve, and 
produced ulceration and destruction of the mucosa with 
thickening and inflammation of the other coats and con- 
siderable narrowing of the lumen. Abscesses and fistulae 
were reported. Since that time it has become clear that 
the condition may occur not only in the ileo-caecal region 
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but also at other points in the course of the ileum. 
Microscopically the lesion is seen to consist of a benign 
granuloma, often presenting giant-cell systems, and thus 
giving rise to the mistaken assumption that the condition 
was one of tuberculosis. This has been disproved not 
only by microscopical examinations but also by guinea- 
pig tests. The symptomatology is a varied one, but with 
adequate care it is probable that many cases can be diag- 
nosed before operation. The picture may be like that 
of ulcerative colitis, with diarrhoea, pain, and fever ; 
or again, perhaps more frequently, there is central 
abdominal pain and recurrent distension of the abdomen, 
gradually giving rise to a permanent picture of chronic 
intestinal obstruction. By this time a mass can often be 
palpated in the right iliac fossa or elsewhere in the 
abdomen. Loss of weight and anaemia are also fairly 
constant features. A sudden attack of pain, with tender- 
ness and some rigidity in the right iliac fossa, has often 
led to the removal of a completely harmless appendix. 
This should be taken as a warning against the employ- 
ment of minute incisions for the removing of an appendix, 
when a larger one would have brought into view the 
diseased area of the bowel. If found in the early stages 
the treatment is satisfactory, and consists of resection of 
the affected portion. X rays will help in the later stages 
by showing a filling defect and partial obstruction of 
the ileum. 
Intrathoracic Disease 


The biggest advance in the diagnosis of pulmonary 
disease is due to the more general appreciation of the 
value of the bronchoscope. The discovery of a small 
carcinoma of a bronchus is thus made possible: it may 
explain the presence of a lung abscess, the persistence of 
a cough, or even the sudden development of auricular 
fibrillation or flutter in a hitherto healthy patient. Why 
this remarkable association exists is still a matter of doubt. 
Now that surgery no longer shudders at the removal of a 
lung such early diagnosis is of very real importance. 

Tomography allows of the taking of x-ray pictures of 
the lungs in different planes, while the other planes are 
sufficiently suppressed as not to interfere with a clear 
visual examination of the area inspected. This is par- 
ticularly helpful in relation to cavities, whether tuber- 
culous or those arising from non-tuberculous abscesses. 

O’Shaughnessy’s cardio-omentopexy for angina pectoris 
and persistent disability from cardiac infarction is the 
outstanding achievement of present-day surgery. The 
balanced judgment of physician and surgeon in choosing 
suitable cases of coronary disease is an essential to success. 


Pharmacological Advances 


Of prontosil and its derivatives so much has been 
written lately that it would be pointless for me to do 
more than pay homage to this remarkable drug, the uses 
of which I have summarized in a recent paper (1937a). 
The haemolytic streptococcus, the Bacillus coli, the 
gonococcus, and probably the meningococcus are all sus- 
ceptible to its influence, the first, however, far and away 
the most constantly so. Likewise of gold in the treatment 
of rheumatoid arthritis I shall say little, except to empha- 
size the fact that it is of much greater value in treatment 
than any preparation used hitherto; but it also carries 
with it many dangers, to which I have already made 
reference (Douthwaite, 1937b). 


Eumydrine (atropine methylnitrate), the dose of which 
is a sixtieth to a thirtieth of a grain, is a valuable anti- 
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spasmodic, and less poisonous than atropine sulphate, 
It appears to have revolutionized the treatment of con- 
genital pyloric stenosis in infants and converted it into 
a medical rather than a surgical problem, to the benefit 
of the infants. 

A valuable addition to our pharmacological resources 
is zinc-protamine-insulin. The object of this preparation 
is to produce an insulin which is absorbed slowly and 
will therefore have its action spread out more evenly 
throughout the day, and thus approximate as closely 
as possible to the normal production of insulin by the 
pancreas. The action starts in about nine hours and 
reaches its maximum in fifteen to twenty hours after 
injection. A single administration of ordinary insulin and 
the zinc preparation in the morning may thus suffice for 
daily treatment. 

The success of measles convalescent serum Was So great 
that in an epidemic it was often impossible to obtain 
supplies. This difficulty has been overcome in the most 
surprising way by the finding of an effective anti-measles 
placental extract. A dose -of 5 c.cm. at the first sign of 
pyrexia, headache, or Koplik’s spots will either prevent 
the rash entirely or render the disease of trivial severity. 
Smaller doses given earlier in the incubation period will 
have a similar effect. When we think of the frequency 
and severity of complications and sequelae of measles it 
is clear that this discovery is of the greatest benefit to 
mankind. 

Endocrines.—The development of endocrinology has 
already led to therapeutic results that are littl short of 
startling. One can safely predict the profound effect 
it will have on medicine of the future, for we are no 
longer employing foreign substances to influence body 
activities but rather the very essences of the mysterious 
life forces. Already we can alleviate the mental and 
physical disturbances of the menopause with oestrin: 
we read of. virility given to eunuchs with testosterone; 
and before long I hope we shall have means to control 
the obesity of pituitary or hypothalamic dysfunction. Yet 
we must progress cautiously and sift the evidence of 
efficacy with care lest endocrinology fall into the disrepute 
so justly meted out to wholesale vaccine therapy and 
other vogues. Nowhere is this more important than in 
dealing with male impotence acquired after a period of 
normal function. So often the cause lies in the mind, 
and its cure is suggestion. Parkes (1938) clearly sum- 
marizes the work on the efficacy of hormones in relation 
to absorption rate, and reveals the remarkable fact that 
the more complete purification of the essential extract 
results in reduced effectiveness on administration. This 
is due to the hormone being too rapidly absorbed. To 
counteract this tendency such combinations as testosterone 
propionate or oestradiol benzoate have been devised. 
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SEROLOGICAL EXAMINATION OF HAEMO- 
LYTIC STREPTOCOCCI FROM ACUTE 
RHEUMATIC AND CONTROL 
GROUPS 


BY 


C. A. GREEN, M.B., D.P.H. 


(From the Bacteriology Department, University of Edinburgh) 


The association between inflammation of the upper 
respiratory tract and the rheumatic state has long held 
clinical recognition. The evidence on which this has been 
based was supported by the frequency with which tonsil- 
litis occurred in rheumatic patients, statistical data being 
supplied by the work of St. Lawrence (1920), Ingerman and 
Wilson (1924), Poynton (1925), Bertram (1925), and 
McCulloch and Irvine-Jones (1929). In these investiga- 
tions the incidence of throat infections was found to vary 
from 22.4 per cent. to 77 per cent. Additional proof of 
the prevalence of repeated infection was found in the 
condition of the fauces. Thus the St. Thomas's Hospital 
data in the Medical Research Council (1927) Report on 
rheumatism showed that the proportion of healthy throats 
in children of non-rheumatic families was greater than that 
in rheumatic families. In a similar controlled investiga- 
tion Lambert (1920) found that in 1,000 consecutive cases 
of rheumatism the proportion of unhealthy tonsils was 
25.3 per cent., as compared with 17 per cent. in 250 cases 
of acute pneumonia. Active infection as indicated by 
inflammation of the throat was present in 22.4 per cent. 
and 0 per cent. of rheumatic and control groups respec- 
tively. Perhaps a more striking demonstration of the 
connexion between the two conditions is supplied by the 
occurrence of outbreaks of rheumatism, mainly of recur- 
rent attacks but sometimes primary, after epidemic tonsil- 
litis. Many examples of this sequence are described in 
the literature by Raven (1923), Boas and Schwartz (1926), 
Hiller and Graef (1927-8), Glover (1930), Schlesinger 
(1930), Glover and Griffith (1931), Collis (1931), Sheldon 
(1931), Bradley (1932), and Coburn and Pauli (1935). 
While there is thus considerable evidence for the occur- 
rence of tonsillitis in rheumatism, the bacteriological 
examination of the throat flora in such cases has yielded 
divergent results. Although the streptococcal genus has 
attracted most attention, many species within the genus 
have been incriminated by different observers. Thus the 
werk of Poynton and Paine (1900) stressed the importance 
of the alpha haemolytic or viridans streptococci. On the 
other hand, Small (1927) and Birkhaug (1927) separately 
claimed aetiological significance for gamma or indifferent 
streptococci. Within recent years, however, beta haemo- 
lytic strains have gained increasing recognition in the 
reports of Glover (1930), Coburn (1931), Glover and 
Griffith (1931), Collis (1931), and Bradley (1932). Similar 
investigations, such as that described by Schlesinger (1930), 
have led to the view that no single type of organism could 
be recognized as responsible for all infections, but that 
Many species were involved. It may be noted that in 
the majority of investigations in which beta haemolytic 
Streptococci have appeared important the type of naso- 
pharyngeal infection has been of the epidemic variety in 
enclosed populations such as those of schools, hospitals, 
and training quarters. Thus the importance of Mantle’s 
Observation in 1885, at the beginning of the bacterio- 
logical era, that rheumatism was a more common compli- 
cation of infectious sore throat than of sore throat of a 
non-infectious nature, becomes manifest. Even in sporadic 
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cases of rheumatism, such as in the series of Gibson, 
Thomson, and Stewart (1933), beta haemolytic strepto- 
cocci were isolated from the throat secretions of 43 per 
cent. of patients, as compared with 20 per cent. of con- 
trols. It is commonly recognized that haemolytic strepto- 
cocci from human sources differ greatly in pathogenicity 
as determined by virulence tests in experimental animals ; 
but the method is not suitable for extensive investigations, 
nor does the pathogenicity in man and animal always 
concur. Lancefield (1933), by means of a precipitin 
reaction, claimed that haemolytic streptococci could be 
divided into groups, each of which possessed a common, 
group-specific carbohydrate fraction (M). Furthermore, 
Group A represented the important pathogens in the 
human subject. An important practical application of 
this test was the demonstration by Lancefield and Hare 
(1935) that the majority of strains causing puerperal infec- 
tion of the uterus were Group A in character, whereas 
the majority of strains in the birth canal during a normal 
puerperium were not. As Lancefield (1935) suggested, the 
main source and habitat of Group A strains is probably 
the human nasopharynx, but not all commensal strains 
in this site belong to Group A. Hare (1935) for instance, 
examining the nose and throat of normal human beings, 
noted that only about one-third of haemolytic strepto- 
cocci isolated were Group A, the carrier rate of this type 
in a normal population being estimated to be approxi- 
mately 7 per cent. The relatively low proportion of 
commensal Group A strains in normal persons has been 
confirmed by Davis and Guzdar (1936), who recorded a 
carrier rate of 3 per cent. Again, Plummer (1935) classi- 
fied all but two of 418 strains from human infections in 
Group A, but found that many strains from healthy sub- 
jects were not of this group. However, a much higher 
proportion of carriers has been recorded by Kodama 
(1937), who found that 68 per cent. of fifty normal subjects 
were in this category. 

Clearly this method of examination may yield informa- 
tion concerning the part played by haemolytic streptococcal 
infection of the nasopharynx in rheumatic subjects, and 
the present paper records data obtained by its application. 


Methods 
ISOLATION OF STRAINS 


On admission to hospital with rheumatic manifestations 
a throat swab from every patient was plated on 5 per 
cent. horse-blood agar. Incubation was maintained at 
37° C. tor twenty-four hours under aerobic conditions. If 
colonies of haemolytic streptococci appeared, several were 
replated, and from the second plate, if a pure growth 
resulted, stock cultures were prepared by inoculation of 
a tube of cooked meat medium. After twenty-four hours’ 
incubation at 37° C. the stock culture was stored at 0° C. 
Throat swabs from control subjects were similarly treated. 

PRECIPITIN REACTIONS 

Rabbit antisera against representative strains of Lance- 
field groups A to H were prepared by serial inoculation of 
formalinized cultures over a period of six to ten wecks. 
The carbohydrate antigen required for the test was pre- 
pared by inoculating a 5 c.cm. horse-digest medium from 
the stock culture of the strain under investigation. After 
twelve hours’ incubation at 37° C. the 5 c.cm. broth 
culture was added to 50 c.cm. of the same medium. The 
heavy growth after eighteen hours’ incubation was 
deposited by centrifugation and washed four times in 
sterile normal saline. After the final washing 2 c.cm. of 
sterile saline, containing hydrochloric acid to a concentra- 
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tion of N/20, was added to the deposited cells, and the 
mixture transferred to a water bath at 100° C. for ten 
minutes. After rapid cooling and centrifugation the super- 
natant extract was removed and neutralized by the addition 
of sodium hydroxide. The clear supernatant fluid after 
further centrifugation was the antigen used in the test. 


Results 


For this investigation two groups of subjects were 
selected, each numbering 200 and constituted as follows: 


Group R.—Patients admitted to hospital with one or 
more symptoms of acute rheumatism, including arthritis, 
carditis, chorea, etc. This group included subjects with 
both initial and recurring attacks. 

Group NR.—Patients in the same hospital wards as 
members of Group R, but without existing or previous 
manifestations of rheumatism. This group included all 
types of diseases, and no discrimination was made as to 
the presence or absence of nasopharyngeal infection, as 
will be seen hereafter. 


HISTORY OF THROAT INFECTIONS 

At the time when a throat swab was taken every 
patient was questioned as to the occurrence of any symp- 
toms of nasopharyngeal infection during the preceding 
six weeks. As indicated in Table I, in 156, or 78 per cent., 


TABLE I.—Results of Throat Swab Examination in Rheumatic 
Group (R) and in Control Group (NR) 





Rheumatic Non-Rheumatic 
Group (R) Group (NR) 


History of recent nasopharyngeal infection 156 (78°.) 93 (46°) 





Haemolytic streptococci isolated .. 95 26 


No history of recent nasopharyngeal 


infection .. 44 (22% 107 (54%) 


Haemolytic streptococci isolated .. 21 33 


Total number from whom haemolytic 


streptococci were isolated. . 116 (58%) §9 (30%) 











of the rheumatic group R a history of such an infection 
was obtained. On admission to hospital with rheumatic 
manifestations the throat symptoms had entirely subsided 
in the majority of cases, although enlarged tonsils were 
often found. Turning to the control group NR, a high 
figure of recent infection was also found—namely, in 93, 
or 46 per cent. 





INCIDENCE OF HAEMOLYTIC STREPTOCOCCI] IN THROAT 
SECRETIONS 
From the throat swabs taken on admission from Group 
R, haemolytic streptococci were isolated in 116, or 58 per 
cent. of patients. In the case of the control group NR, 
fifty-nine, or 30 per cent., were found to be carriers. Con- 
sidering the results in respect of recent throat infection, 
ninety-five, or 60 per cent., of the 156 rheumatic patients 
with a positive history gave positive cultures of haemolytic 
streptococci, whereas twenty-one, or 47 per cent., of the 
remaining forty-four with a negative history yielded posi- 
tive cultures. In the control group NR _ the haemolytic 
streptococcal carrier rates in these patients with and 
without known recent infection were 28 and 30 per cent. 
respectively. 
SEROLOGICAL TYPES OF STRAINS 
Applying the precipitin test in the examination of all 
strains of haemolytic streptococci isolated from the two 
groups of patients the results detailed in Table II were 
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TABLE I1.—-Serological Grouping of Haemolytic Streptococci 
Isolated from Throat Swabs of Both Groups 





Rheumatic Group (R) Non-Rheumatic Group (NR) 
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H 0 0 0 0 1 1 2 3 
Total 95 21 116 100 26 33 $9 100 
obtained. The most important of the data secured was 


the high proportion of Group A strains isolated from 
Group R patients as compared with Group NR. Whereas 
the difference in incidence of haemolytic streptococci— 
namely, 58 per cent. and 30 per cent. respectively—in these 
two groups was notable, the difference in the incidence of 
Group A infection was even more significant, the respective 
incidences being 50.5 and 12.5 per cent. Further, it was found 
that although the majority of persons in the control group 
with a history of recent infection were Group A carriers, 
only seven of thirty-three persons without recent symptoms 
were carriers. On the other hand, rheumatic subjects irre- 
spective of subjective symptoms of infection yielded Group 
A strains in the majority of instances where haemolytic 
streptococci were isolated. 


Commentary 


The number of subjects in each of the two groups exam- 
ined was considered large enough to enable reasonable 
comparison to be made. A high incidence of sore throats 
in the rheumatic group—-namely, 78 per cent.—was not 
unique, but approximated to that found by St. Lawrence 
(1920) and Ingerman and Wilson (1924). In an unselected 
control group it was surprising to find the incidence of 
recent sore throats to be as high as 46 per cent., but for 
purpcses of comparison in regard to the bacteriological 
investigations this was a fortunate circumstance. As 
haemolytic streptococci were recovered from 58 per cent. 
of all rheumatic subjects on admission to hospital an 
indication was obtained of the extent to which this type of 
organism was responsible fer the preceding throat infec- 
tion noted in many of the series examined. It is recog- 
nized that faucial infections with this organism, as in 
scarlet fever, are followed by the carrier condition for 
indefinite periods, and it was reasonable to assume the 
same sequence in the present investigation. Of rheumatic 
patients with subjective symptoms of preceding infection 
60 per cent. yielded haemolytic streptococci, whereas in 
the symptomless the carrier rate of 44 per cent. was still 
high. On the other hand, in the control group, despite 


the prevalence of apparent recent infection, only 30 per 
cent. yielded haemolytic streptococci, and approximately 
the same proportion of carriers was found in these with 
and without a recent history. This would suggest either 





ti 


Si 


th 
oF 


fre 


Bi 
Bo 


Co 


Ing 


Ko 
La 
Lai 


Mc 


Me 


Plu 
Poy 


Ra 
St. 

Sch 
She 
Sm 








AL 


CI 


| 


x 





Percentage or total 
No. of Strains (59) 





nue + 
_s te 


was 
rom 
reas 
ci— 
hese 
e of 
tive 
und 
oup 
iers, 
oms 
irre- 
‘oup 
lytic 





May 28, 1938 


that in the control group many of the throat infections 
were due to organisms other than haemolytic streptococci, 
or that the carrier condition after faucial infection was less 
persistent than in rheumatic subjects. 

Regarding the Lancefield grouping of the isolated strains, 
it was interesting to find that 87 per cent. of those from 
rheumatic subjects were of the important pathogenic 
Group A, whereas only 42 per cent. of strains from 
controls were of this type. Nevertheless even in the 
control group the majority of carrier strains from persons 
with a definite history of recent infection were also 
members of Group A. 


Conclusions 


1. Of a group of 200 subjects with acute rheumatic 
manifestations 78 per cent. gave a history of antecedent 
throat infections : 46 per cent. of a non-rheumatic control 
group gave a similar history. 

2. Throat swab cultures for haemolytic streptococci 
were positive in 58 per cent. and 30 per cent. of the 
rheumatic and control groups respectively. 

3. Of the strains of haemolytic streptococci from throat 
swabs of rheumatic subjects 87 per cent. were serologically 
classified in Lancefield Group A: 42 per cent. of strains 
from non-rheumatic controls were of this group. Group 
A strains were therefore isolated from 50.5 per cent. and 
12.5 per cent. of the rheumatic and control groups. 


4. The evidence supports the relationship between infec- 
tion with haemolytic streptococci and the rheumatic state. 


| am indebted to the physicians of the Royal Hospital for 
Sick Children, the Royal Infirmary, and the Municipal City 
Hospitals of Edinburgh for granting access to cases under 
their charge. It is a real pleasure to acknowledge the co- 
operation of Dr. John G. Sclater in the collection of specimens. 

The investigation was completed under tenure of a grant 
from the Harmsworth Fund for Research on Endocarditis, 
London. 
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ACUTE EPIDURAL ABSCESS 


BY 
W. R. D. MITCHELL, M.B., F.R.C.S.Ed. 


Late Resident Surgical Officer, Beckett Hospital, Barnsley 


Recorded cases of acute epidural abscess are still un- 
common, and even more rare are reports of recovery. 
Hence I feel justified in describing one further successful 
case. 

Dandy in 1926 collected twenty-five cases from the 
literature ; of these, four were diagnosed during life, two 
ending in recovery, the mortality therefore being 50 per 
cent. Abrahamson, McConnell, and Wilson in 1934 were 
able to collect records of sixty cases. Operation had been 
performed in thirty of these, with survival in twenty— 
a total mortality of 66 per cent. In many of those 
operated on the recovery was incomplete. Craig and 
Doyle, who in 1932 reported a case in which operation 
was successful, came to the conclusion that up to that time 
Pulvirenti’s was the only authentic case of complete 
recovery. Incorrect as this statement appears to be in 
view of MacDonald's case report in 1928, it shows how 
extremely small must be the number of cases where full 
recovery has followed operation. It will thus be seen 
that the prognosis in the untreated case is uniformly fatal. 
There is no recorded instance of recovery without the 
aid of surgical intervention. 


Pathology 


The epidural space exists only on the dorsal aspect of 
the dura, and is present from the seventh cervical to the 
second lumbar vertebra. It contains a quantity of loose 
areolar tissue, which, in common with similar tissue else- 
where, is slow and ineffective in combating infection. The 
dura anteriorly is in close apposition to the canal through- 
out its length. Infection, therefore, is usually found in the 
dorsal space, except where osteomyelitis of a rib or 
vertebra, or extension from an extrapleural abscess, is the 
cause. Once the infection has entered the epidural space 
rapid spread would be expected, and in most of the pub- 
lished cases the space was widely infected, necessitating 
removal of many laminae. However, sometimes a circum- 
scribed form of abscess occurs, and it is reasonable to 
suppose that most cases go through a stage where infection 
is localized and therefore more amenable to surgery. 

Softening of the cord is a common finding in cases 
which come to necropsy, and it has been suggested that 
this is due to toxins travelling in by way of the nerve roots, 
or to ischaemia following on a thrombosis of the vessels, 
as the changes are much more than can be explained by 
mere mechanical compression. The organism in_ the 
reported cases has been either Staphylococcus albus or 
Staphylococcus aureus. 


Aetiology 


Cases fall into three groups: (1) those where extension 
from a neighbouring source of infection can be traced ; 
(2) those arising by metastasis from a distant infection ; 
(3) those in which no primary focus can be demonstrated, 
Trauma is mentioned by several writers as an inciting 
agent, but it is difficult to prove that it is. 

Diagnosis 

Diagnosis may present difficulties, but writers are 
unanimous in stressing the appearance of early and per- 
sistent pain localized over the site of the abscess or 
radiating along the nerve roots. Temperature varies, but 
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it is usually indicative of an infective process. Motor 
symptoms may take several days to appear and then 
develop slowly, or, on the other hand, a complete para- 
lysis of the lower limbs may occur in a few hours. In 
some cases the toxaemia seems to have so overwhelmed 
the patient that paraplegia has not had time to develop 
before death. The paralysis may be partial or complete, 
and of flaccid or spastic type. Probably most cases go 
through a stage of spasticity with increased tendon 
reflexes and extensor plantar responses. Sensation in the 
reported cases varies from widespread anaesthesia to 
little or no disturbance at all. It has, however, in several 
instances given the clue to the position of the abscess. 
Localized oedema over the tender area is mentioned by 
a few, and is probably found more often than reports 
would indicate. Usually the sphincters are affected, and 
retention of urine may be a comparatively early sign. 

Clinically, therefore, the diagnosis is based on: (a) pain 
over and in the spine, with or without root radiation ; 
(+) variable signs of toxaemia; (c) a variable degree of 
cord lesion. Of these, the first-named is the most constant, 
but the case may present itself with any one of the three signs 
as the outstanding feature. Radiographs are of no value 
unless there is an accompanying osteomyelitis of a rib or 
vertebra. 

Lumbar puncture at the usual site should be performed ; 
this may reveal pus from the abscess, xanthochromia and 
increased protein, or a normal fluid which may or may not 
be under tension. Puncture at the site of maximum 
tenderness, while it may yield valuable information, is 
not without danger. It should be borne in mind that if 
the subarachnoid space is not obliterated by the abscess 
pressure it will be very easy to introduce infection and 
Start a purulent meningitis. Lipiodol is advocated as an 
aid to diagnosis, but its value seems limited, and it may 
serve Only to prolong the pre-operative period and so 
prejudice the patient's chance of recovery. The more 
severe pain and tenderness, with the evidence of spinal 
block, differentiates acute epidural abscess from mvyelitis, 
thrombosis, and embolism. Examination of the cerebro- 
spinal fluid, and the different type of pain, eliminate 
meningitis and poliomyelitis. Stiffmess of the neck and a 
positive Kernig sign are found in many spinal conditions, 
and help very little with the diagnosis. 


Treatment 


Treatment consists in early and adequate drainage by 
laminectomy. Where the infection is widespread the 
extensive removal of laminae, as done in some of 
the published cases, seems hardly justified in view of the 
extremely poor prognosis. In the case of local collections 
of pus the removal of one lamina is probably sufficient. 


Complications and Prognosis 


All writers emphasize the extreme acuity of the con- 
dition and the rapid deterioration of the patient where 
surgery is either not employed or is delayed until the 
infection is generalized and _ septicaemia _ established. 


Without operation all the patients die of extreme toxaemia, 


septicaemia, Or Meningitis in one to three weeks. 

Prognosis obviously depends on (1) the virulence of the 
infection ; (2) the resistance of the patient: and (3) the 
stage at which operation is performed. Where the opera- 
tion is done early and the infection is found to be 
localized, full and complete recovery may be expected. 


Case Report 


The patient, a girl aged 15, was admitted to hospital on 
September 15, 1937, complaining of pain in the back and 
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headache. She was at work on September 12, but had to 
leave on account of pain low in the back and a feeling of 
weakness in the legs. Appetite was poor, the bowels were 
constipated, and when admitted she was unable to void urine, 

Examination —On admission her temperature was 101° F, 
and pulse 90. There was no demonstrable focus of infection, 
and nothing abnormal was found in the heart and lungs. The 
pupils were equal and reacted to light and accommodation, 
The cranial nerves were normal, as were the upper arms, 
Abdominal reflexes were absent. The lower limbs showed 
marked rigidity. Kernig’s sign was positive, knee- and ankle- 
jerks were very exaggerated on both sides, and there was a 
bilateral extensor plantar response. No  hyperaesthesia or 
loss of sensation was observed. The abdomen was distended 
and the bladder well above the pubis. Tenderness was 
present over the second lumbar vertebra, with some redness 
and oedema of the overlying skin. The bladder was catheter- 
ized and 40 ounces of urine were drawn off. Lumbar 
puncture between the second and third lumbar vertebrae 
resulted in 3 c.cm. of pure pus. 

A few hours later, as pain and paralytic symptoms seemed 
to be on the increase, a diagnosis of acute epidural abscess 
was made and operation decided upon. In order to eliminate 
a purulent meningitis, cisternal puncture was performed after 
the patient was anaesthetized, and as the fluid was quite clear, 
though under considerable tension, it was decided to proceed 
with the laminectomy. 

Operation.—This was performed under open ether anaes- 
thesia, and consisted in removal of the first, second, and third 
lumbar spinous processes and the second lamina only. Pus 
welled up immediately the extradural space was opened, and 
seemed to come from under the third lumbar lamina rather 
than from under the second. At this stage it was thought 
that the third lumbar lamina should be removed as well, but 
when the forceps broke under the considerable pressure needed 
it was decided to be content with the drainage already 
provided. The dura was thickened and was covered by 
granulation tissue, and all subarachnoid space seemed to have 
been obliterated by the abscess pressure. No pulsation of the 
dura was noticed. A thick rubber tube of one inch diameter 
was inserted, resting on the cut-off laminar processes, the 
muscles and skin being sutured loosely around it. 

Subsequent History.—The patient was nursed on her face on 
a water-bed, and the bladder catheterized twice daily for five 
days. Cystitis was prevented by the use of cystopurine and 
full aseptic precautions in catheterization. On the day follow- 
ing the operation the patient was completely comfortable, and 
remarked that her previous pain had gone. Incontinence of 
urine took the place of retention on September 20, and this 
was accompanied by incontinence of faeces as well. The latter 
ceased on September 28, and normal bladder control was 
resumed on October 5. Spasticity of the legs with exaggerated 
jerks and extensor plantar responses continued till December 
14, and on discharge from hospital the reflexes were normal 
and the patient walked with a normal gait. Massage and 
electrical stimulation of the muscles prevented gross loss 
of muscle tone, and enabled the patient to walk six weeks 
after operation. Discharge from the wound was considerable 
at first, but soon ceased, and the drain was removed on the 
sixth day. Temperature was never above 101° F., and fell to 
normal sixteen days after operation. The pulse varied from 
90 to 100, but settled with the temperature. 

The patient was discharged on January 6, 1938, with a 
small granulating wound and slight serous discharge. When 
last seen on January 20 there was still a small granulating 
area, but the patient felt well and had resumed her full 
activities. 

Pathological Examinations 

Urine.—Acid ; specific gravity 1010; no albumin, sugar, 
or organisms. 

Pus from Abscess.—-Pus cells and numerous Gram- 
positive cocci were present, but B. tuberculosis was not 
found. A pure growth of Staph. aureus was obtained 
after aerobic cultivation at 37° C. 
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Cerebrospinal Fluid from Cisternal Puncture.—White 
cells, 23 per c.mm.; red cells, ni/. Differential count: 
small mononuclears, 20 per cent.; large mononuclears, 
80 per cent.; polymorphs, ni/. B. tuberculosis was not 
detected, and no growth was obtained after aerobic cultiva- 
tion at 37° C. 

The Wassermann reaction was negative, and the blood 
sedimentation rate 22 mm. per hour on October 26, 1937, 
and I! mm. per hour on January 1, 1938. 


Summary 


1. A short review of the literature and an account of 
the condition are given. 

2. A case is described in which early operation was 
followed by complete recovery. 

3. The importance of full investigation in cases present- 
ing severe and persistent pain in the back with motor 
symptoms in the lower extremities is stressed, in order to 
eliminate a diagnosis of myelitis or poliomyelitis, which 
would prevent an operation that might be the means of 
saving the patient's life. 
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SULPHONAMIDE CHEMOTHERAPY IN 
GENITO-URINARY (NON-GONO- 
COCCAL) INFECTIONS 


BY 
A. J. COKKINIS, M.B., B.S., F.R.C.S. 


Assistant Surgeon, Wembley Hospital ; Assistant Director, 
Special Clinic, and formerly Assistant Director, 
Surgical Unit, St. Mary's Hospital 
During the past year I have treated with the recently 
introduced compounds containing the sulphonamide 
(NH.SO.) and aniline (C,H,NH.) chemical chains upwards 
of 900 cases infected by various organisms. A preliminary 
report (Cokkinis, 1937) described my experiences in the 
treatment of gonorrhoea ; below are recorded the results 
obtained with these preparations in non-gonococcal genito- 
urinary conditions. Experiences in their use for acute 
abdominal lesions and other surgical infections have also 
been extensive, but are not reported in this paper. They 
have, however, been of considerable interest, and although 
there have been enough failures and disappointments to 
show the limitations and difficulties of this form of treat- 
ment, the successes have been sufficiently numerous and 
Striking to convince me that the new chemotherapy has 
very definite surgical possibilities which are worthy of 

further exploration. 


The Drugs Employed 


Sulphanilamide (syn., prontosil album, — streptocide, 
sulphonamide, etc.).—In my hands this appears to have 
the widest range of use and to offer the greatest bacterio- 
State activity. Unfortunately it is much the most toxic 
of all these compounds, and although haemolytic anaemia 
and agranulocytosis have not been my experience, the less 
Serious toxic manifestations have proved extremely 


common, often troublesome, and occasionally alarming. 
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In surgical cases and after major operations (particularly 
abdominal and genito-urinary) the most troublesome toxic 
effects have been prostration (sometimes severe), gastric 
irritation, and cyanosis. I am now developing the con- 
viction that sulphanilamide should not be given to debili- 
tated patients or to major operation cases if a less toxic 
chemotherapeutic substance can be used, even though this 
may be of slightly lower bacteriostatic potency. 

Prontosil Soluble-——This azo dye compound, which | 
have given by deep subcutaneous injection, has shown 
itself especially useful in operation cases, for it causes 
neither gastric irritation nor prostration. The only toxic 
effect I have seen with it is a slight cyanosis, and this in 
a very small proportion of cases. To obtain bacterio- 
static action comparable to that of sulphanilamide it has 
to be given in rather large doses—for example, 30 to 
50 c.cm. of the 5 per cent. solution daily. 

Prontosil Rubrum.—Of this I have as yet had little 
experience. 


Proseptasine and Soluseptasine—These are remarkably 
free from toxic effects, but in my experience their bacterio- 
Static action has proved somewhat disappointing, and | 
have used them in only a few of my surgical cases. 

Uleron.—This new disulphonamide product, which | 
am now trying extensively, has shown a _ bacteriostatic 
potency in infections by several bacteria, which include 
gonococci, streptococci, and coliform bacilli. In 100 cases 
of gonorrhoea (not reported here) and in a smaller number 
of surgical cases it has been extremely well tolerated and 
has shown no immediate toxic effects. The absence, 
following its use, of such symptoms as _prostration, 
cyanosis, gastro-intestinal irritation, and Cardiovascular 
effects makes it particularly suitable for debilitated and 
seriously ill patients—for example, after major operations. 
One disadvantage, however, should be mentioned. This 
is the possibility of the appearance of toxic peripheral 
neuritis of a curiously constant and symmetrical motor 
distribution (adductors and opponens pollicis, interosseous 
muscles of the hand, and flexors and extensors of the foot 
and toes). This has occurred in less than 4 per cent. of 
my cases, and only when the drug was continued over a 
period of weeks. There is good reason for supposing 
that if administration is limited to a few days this toxic 
effect will not make its appearance even when large 
enough doses are used to obtain a rapid bacteriostatic 
action. Though uleron, for the reason given above, should 
not be used for long periods, I believe that, employed 
judiciously, it may prove to be the non-toxic substitute 
for sulphanilamide which IL have been looking for, 
although on the whole it appears to be less potent. 

In debilitated cases, and those suffering from a severe 
surgical illness or recovering from a major operation, 
when rapid bacteriostatic effect is required over a short 
period, the drug used should not add in the way of toxic 
manifestations to the strain already imposed on_ the 
patient. For this purpose I have employed prontosil 
soluble in the past, but I am now combining it with 
uleron, with promising results. When, however, a bacterio- 
static action is required for longer periods—that is, more 
than a week or ten days—lI still believe that sulphanilamide, 
however toxic it may be, is the best and safest substance 
to employ in most infections by sulphonamide-susceptible 
organisms. 

A total of fifty-seven genito-urinary cases have been 
treated. These can be divided into three main groups: 
(a) non-gonococeal genital infections (thirty cases); 
(6) “primary” urinary infections (twelve cases); and 
(c) “secondary” urinary infections (fifteen cases). 
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(a) Non-gonococcal Genital Infections 

In this group are twenty-six cases of urethritis (males) 
and four of acute epididymitis. All gave negative tests 
for gonococci and complement fixation. One was an 
unmixed infection of Strep. viridans, while ten were 
proved cases of mixed infection with various bacteria. 
Organisms were found in the other cases, but their exact 
nature was not proved by culture. 

The following five cases were treated with uleron: 
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improvement at all. One of the relapsed cases gave on 
culture a growth of Strep. faecalis, Staph. albus, and diph- 


theroids one week after 40 grammes of sulphanilamide in 
sixteen days ; the other two failures had no cultures taken. 


DISCUSSION 

This group thus shows four cases of epididymitis with 
one failure and twenty-six cases of urethritis with three 
failures. It is interesting to observe that all five cases 
treated with uleron were successes, although the average 





Case Condition Duration Before Uleron 


1 Left epididymitis. An- 
terior and = posterior 


urethritis 


Seven days. No previous 
treatment 


























sisted treat- calis on culture 


ment 


previous 











Organisms Found 


Coliforms on culture 





Period of 
Uleron | 


Four days 


Total 


Uleron Follow-up 


Result 
Sull well three 
wecks later 


Discharge ceased in 
two days. Testis 
normal in nine days 


16 grammes 








Discharge ceased in | Still well five weeks 











2 Anterior and posterior | Nine days. Resisted pre- | Various organisms’ in | 36 grammes | Six days 
urethritis vious treatment smear. Noculture four days. Urine later 
clear in seven days 
3 Anterior urethritis Fifteen days. Resisted | Strepts. and diphtheroids | 18 grammes | Six days Discharge ceased in | Still well two 
previous treatment in smears. No culture five days. Urine months later 
clear in five days 
4 Anterior urethritis Twelve days. Resisted | Strepts., coliforms, and | 18 grammes | Six days Discharge ceased in | Still well three 
previous treatment diphtheroids in smears. four days. Urine weeks later 
No culture clear in three days 
3 Anterior urethritis Twenty-three days. Re- | Coliforms and Strep. fae- | 28 grammes | Seven days Discharge ceased in one | Still well six weeks 


day. Urine clear in later 


five days 

















The other twenty-five cases were treated with sulphanil- 
amide, and can be divided into two subgroups. 


SUBGROUP I 


This subgroup comprises three cases of acute 
epididymitis. 

Case 1.—Right epididymitis, with anterior and posterior 
urethritis of five days’ duration. Streptococci and diph- 
theroids in smears. Thirty-three grammes _ sulphanilamide 
were given in fifteen days. Discharge ceased in one day, 
urine was clear in three days, and the testis normal in nine 
days. Patient still well two months later. 

Case 2.—Left epididymitis, with anterior and _ posterior 
urethritis of eighteen days’ duration. Resisted ordinary treat- 
ment. Coliforms and Strep. faecalis on culture. Forty 
grammes of sulphanilamide were given in ten days. Discharge 
ceased and the urine was clear in two days and the testis 
normal in ten days (apart from small residual hydrocele). 
Still well two weeks later. 

Case 3.—Left epididymitis of twelve days’ duration, with no 
signs of urethritis. Coliforms, streptococci, and staphylococci 
in prostatic bead. Twenty-six grammes of sulphanilamide 
were given in seven days. No appreciable improvement. 


SUBGROUP II 

This comprises twenty-two cases of urethritis, fourteen 
anterior and eight anterior and posterior, which are sum- 
marized as follows: 

The duration of symptoms (mostly intermittent) varied from 
three days to four years (average eight and a half months), 
and nearly all had resisted ordinary treatment. One case was 
a pure Strep. viridans infection: five were proved mixed 
infections with two or more of the following organisms: 
streptococci, staphylococci, coliforms, and diphtheroids ; in 
the remainder some of these organisms were seen in smears, 
but no cultures were made. The patients were given an 
average total quantity of 37 grammes of sulphanilamide over 
an average period of thirteen days. 

Nineteen of the twenty-two cases were quite clear in one 
to seven days from the beginning of chemotherapy (average 
of just under three days), and were still well at an average 
period of nine weeks later. 

Three cases failed to clear up. Two of them showed tem- 
porary improvement but relapsed later; one showed no 


period before clinical cure was slightly longer than with 
sulphanilamide (approximately five days instead of approxi- 
mately three days). It is also of interest to note that in 
two of the sulphanilamide failures staphylococci were 
found with other organisms. 

The following case is worthy of special mention in view 
of the infecting organism: 

A man aged 24 had an intermittent urethral discharge and 
pyuria for four years, following repeated instrumentation for 
a congenital defect of the urethra. Examination revealed a 
purulent anterior urethritis, and two separate cultures gave 
an abundant growth of Strep. viridans. Thirty-five grammes 
of sulphanilamide were given in ten days with complete 
success; the discharge ceased after one day, the urine was 
clear in two days, while cultures taken on the fourth and 
seventh days showed no growth of Strep. viridans. 


(b) ** Primary” Urinary Infections 


This group comprises nine cases of acute or subacute 
pyelitis and three of acute cystitis in which no other 
lesion was found in the urogenital tract. 


SUBGROUP 1 

All the pyelitis cases had an acid urine at the start of 
treatment. Two were reported as B. coli infections, four 
as coliform infections, and one as a mixed infection of 
“coliform and other organisms”; the remaining two 
cases had no bacteriological examination. 

One case (subacute pyelitis) was treated with uleron 
(16 grammes in four days). She was symptom-free, with 
clear urine, after two days, and was still clear ten days 
later. 

The other eight cases were treated with sulphanilamide, 
receiving an average quantity of 32 grammes over an 
average period of nearly eleven days, combined with 
large doses of alkalis. Five of them cleared up com- 
pletely in from two to six days (two having previously 
resisted mandelic acid therapy) without subsequent 
relapse. The sixth case relapsed four days after 15 
grammes (given in five days). In the seventh case the 
sulphanilamide was stopped after two doses, owing to 
severe vomiting, without improvement of the pyelitis. 
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The eighth case is of considerable interest and merits a 
detailed description : 


Mrs. K. was admitted to hospital on January 25, 1938, 
with acute pyelitis in the sixth month of pregnancy. Next 
day she was very ill, with rigors, pain, and tenderness in the 
right loin, a temperature of 102°, a pulse of 128, and heavy 
acid pyuria. Films of the urinary deposit showed very 
numerous pus cells and bacilli, while cultures produced a 
heavy growth of coliform bacilli. On January 28 the tem- 
perature rose to 103°, and sulphanilamide therapy was insti- 
tuted. Three grammes daily were given for a period of 
thirteen days, combined with alkalis. Within twenty-four 
hours all symptoms and Signs of the pyelitis had subsided 
and the temperature came down to subnormal and stayed 
down. The urine cleared rapidly and became alkaline. On 
January 31 cultures showed but a moderate growth of coliform 
bacilli, while on February 2 only a very scanty growth was 
obtained. Chemotherapy was discontinued on February 9 and 
she remained quite well until February 15, when a sudden 
relapse occurred. On the 16th she had rigors, a temperature 
of 104°. and pyuria, with a heavy growth of coliform bacilli 
on culture. Three grammes of sulphanilamide daily were now 
given tor a period of eleven days. The subsidence of symp- 
toms this time was less dramatic, and the temperature did 
not reach the normal till the fourth day. The urine. however, 
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sodium-nitrite-beta-naphthol colour test, against a standard 
solution of | in 5,000). 


(c) ** Secondary” Urinary Infections 

I now come to a group of fifteen cases of great surgical 
interest. They are examples of the “secondary” cystitis 
which complicates such lesions as senile enlargement of 
the prostate and stricture of the urethra. It is obvious 
that a rapid clearing up of urinary infection in such 
patients would prove of real value in the surgical treat- 
ment of the primary lesion, and would also benefit cases 
which for various reasons are not suitable for radical 
operation. For the sake of uniformity cases of gono- 
coccal cystitis are not included in this series. 


SUBGROUP I * 

This comprises nine cases of senile enlargement of the 
prostate with urinary infection. In four of them the 
chemotherapy was given before and after suprapubic 
prostatectomy; in two before or after preliminary 
cystotomy; in the other three no operation was per- 
formed. Brief details of the cases follow. 


Cases 3 2. 
than 3 ounces of residual urine. 


and 3,—These had a moderate pyuria, with less 
One was a B. coli infection, 
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time the infection has vielded completely to the chemotherapy. 

but the patient is now beginning to reveal toxic eifects and is 

showing signs of secondary anaemia. A blood count on 

March 10 gave 70 per cent. of haemoglobin, 3.200.000 red cells, 

and 7.800 leucocytes. <A serial temperature chart is appended. 
SUBGROUP I! 

The three cases of “primary™ cystitis had an acid 
pyuria. They all presented well-marked basal symptoms 
(trigonitis), and two of them gave a culture of coliform 
bacilli. They received an average quantity of 22 grammes 
of suphanilamide over an average period of approxi- 
mately ten days. Two were quite clear after two days 
and did not relapse while under observation. The third 
was very intolerant to the drug and developed a relapse 
after clinical cure on a four-day course of 3 grammes 
daily : this cleared up with a second course of 7 grammes 
in three days. 

DISCUSSION 

There was thus only one complete failure in this group 
Oi twelve cases, the chemotherapy being abandoned on 
account of toxic effects. The rapidity with which the 
others cleared up was most striking, but relapse occurred 
in more than a quarter of them. It may be of interest 
to observe that the average concentration of detectable 
Sulphanilamide in the urine of these patients (on 2 to 
3 grammes daily) was about 1 in 3,500 (employing the 


After operation all three patients had prontosil soluble (10 
c.cm. of 5 per cent.) injected twice daily for the first three 
days. All the cases healed rapidly without demonstrable post- 
Operative sepsis, but it must be stated that they were also given 
saline irrigation for the first eight to ten days. 

Case 4.—-Moderate pyuria and renal insufficiency (blood urea 
of 110 mg.). Catheter drainage was established, and 2 grammes 
of sulphanilamide were given daily for three days. After this 
the urine was quite clear, but the drug was discontinued owing 
to severe intolerance. At the end of one week suprapubic 
cystotomy was performed and suprapubic drainage established 
A few davs later the pyuria recurred, and a culture of the urine 
showed coliforms, B. proteus, and streptococci. This again 
cleared up with 2 grammes of sulphanilamide daily for three 
days, the drug being better tolerated this time. Two weeks after 
the cystotomy the blood urea dropped to 54 meg., and prosta 
tectomy was performed. The after-treatment and result 
the same as in the above three cases. 

Case 5.—A man of 69 with heavy pyuria and marked renal 
insufficiency. Two grammes of sulphanilamide daily for four 
days were well tolerated, and produced an almost clear urine. 
Suprapubic drainage was established three days later, but no 
further chemotherapy civen. Following the operation 
progressive renal failure developed, and he died eight days 
afterwards. 

Case 6. 


were 


was 


A man of 74 with heavy pyuria and residual urine 
of 10 ounces. Suprapubic drainage (under local anaesthesia) 
was established at once with small self-retaining catheter, 
after which 2 grammes of sulphanilamide were given daily. 
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He developed cyanosis and severe prostration after two days, 
and the sulphanilamide was discontinued. By this time the 
urine was quite clear and remained clear for seven days, at the 
end of which time the blood urea had dropped from over 100 
to 46 mg. The pyuria then recurred and increased ; one culture 
gave coliforms only, but a second three days later showed 
coliforms and Strep. faecalis. The infection became worse, 
and the blood urea rose once more to over 100 mg. He was 
now given 3 grammes of uleron daily for four days, without 
toxic effects, and the urine became clear again, although a 
growth of coliform bacilli was still obtained on culture. The 
blood urea dropped once more to 52 mg., and the prostate 
was successfully enucleated a few days later. 

Case 7.—Good renal function and moderate pyuria, which 
cleared completely with 9 grammes of sulphanilamide in four 
days, but the patient refused operation. The urine was still 
clear two weeks later, but further infection is likely. 

Cases 8 and 9.—These proved complete failures. Both are 
elderly hospital out-patients, with chronic retention of urine 
and a thick alkaline pyuria, showing very heavy mixed infec- 
tion. One completely resisted a two-weeks course of 30 
grammes of sulphanilamide, which was well tolerated: the 
other has been on 2 grammes of sulphanilamide daily for six 
days without improvement. 


It will have been noticed that (with one exception) these 
cases were given very small quantities of sulphanilamide. 
The drug was on the whole badly tolerated by these 
elderly patients, and I was afraid of doing additional injury 
to kidneys already damaged by obstruction. Actually, 
in no case was there the least evidence of toxic action on 
the kidneys, and in the one fatal case the renal failure 
could not in fairness be attributed to the sulphanilamide. 
Two-thirds of the patients were definitely benefited by the 
chemotherapy, which proved of real service in combating 
both pre-operative and post-operative urinary sepsis, 
although it is of interest to note that the incidence of 
relapse (over 25 per cent.) is the same as in the cases of 
“primary” urinary infection already submitted. On 
account of the marked intolerance to sulphanilamide 
shown by most of these elderly and debilitated patients 
I intend in future to make further trial of the less toxic 
uleron in its stead. 


SUBGROUP II 


This consists of four cases of urethral stricture with 
secondary cystitis, and one case of epididymitis with 
pyelocystitis. 

Case 1—This patient was admitted as a case of acute 
epididymitis and (non-gonococcal) urethritis. After admission 
he developed symptoms of acute pyelocystitis, with marked 
pyuria, a temperature of 103°,and pain and tenderness over the 
left kidney. Cultures of the urine showed a heavy B. coli 
infection. He was given 9 grammes of sulphanilamide in three 
days, and responded in a few hours. On the third day he was 
symptom-free, with clear urine, which on culture showed a 
very scanty growth of B. coli. 

Case 2.—Moderate bulbar stricture, with heavy (mixed) 
urinary infection. Forty-two grammes of sulphanilamide were 
given in two weeks. The urine was clear in four days, and 
remained clear. Afterwards the stricture was treated by inter- 
mittent dilatation, without recurrence of the infection. 

Case 3.—Moderately severe stricture, with heavy pyuria. 
Forty-two grammes of sulphanilamide were given in two weeks. 
There was partial improvement after one week, but still slight 
pyuria at the end of the second week. 

Cases 4 and 5,—Severe strictures, with severe cystitis and 
heavy alkaline pyuria and repeated attacks of retention. Three 
grammes of sulphanilamide were given daily for twelve and 
fourteen days. Case 5 was also given 4 grammes of uleron 
daily for four days. Symptoms of cystitis improved, but 
pyuria slightly diminished only during chemotherapy, and 
relapsed afterwards. 
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DISCUSSION 

The four complete failures thus far described in this 
group of cases of “ secondary ~ urinary infection show a 
strange similarity. Two are cases of senile prostate and 
two are severe stricture, but they all had chronic retention 
of urine and an alkaline cystitis with heavy mixed infec- 
tion. Whether their non-response to chemotherapy is due to 
the presence of sulphonamide-resistant organisms in_ the 
alkaline urine—for example, staphylococci or B. proteus— 
or to a submucous fibrosis of the chronically inflamed 
and thickened bladder can only be a matter for specula- 
tion. The fifteenth and last case in this group is also a 
chemotherapy failure, but for a very different reason: 

Mrs. R., aged 55, was first seen with a short history of inter- 
mittent cystitis and heavy pyuria. B. coli, Strep. faecalis, and 
other organisms were isolated from the urine, and she was 
given 3 grammes of sulphanilamide daily for one week. The 
urine cleared rapidly, but while still under treatment the pyuria 
recurred more heavily than before. Further investigation, 
Which included cystoscopy and laparotomy, revealed a carci- 
noma of the pelvic colon, with a very small vesico-colic fistula, 


Conclusions 


It seems both justifiable and opportune, on the basis of 
the experience reported here (which represents incidentally 
a small fraction of the total experience), to make a few 
comments on the mode of action and cause of failure of 
chemotherapy applied to these and other cases. It is 
obvious that bacterial sensitivity to these substances is 
highly selective. Indeed, it appears to vary not only with 
each group of organisms but also with individual strains 
of the same organism. No organism is 100 per cent. 
susceptible, and it may be that few are 100 per cent. 
resistant. Other things being equal, the highest incidence 
of success is likely to be obtained in infections by organ- 
isms which are highly susceptible as a group and which 
have the lowest proportion of resistant strains. A_ less 
obvious fact which experience suggests is that the suscepti- 
bility of a given strain may vary in the same patient from 
time to time, a highly susceptible strain becoming resis- 
tant after a while, or vice versa. This difierence in degree 
of sensitiveness to sulphonamide compounds on the part 
of individual bacteria is well shown by the variation in 
what one might call the “ effective ~ dosage. Thus where 
Méave Kenny (1937) found 1.5 grammes of sulphanil- 
amide given daily sufficient to overcome coliform infection 
of the urine, Colebrook and Purdie (1937) have used from 
four to ten times as much as this for streptococcal infec- 
tions of the puerperium. 

The bacteriostatic action of the various sulphonamide 
compounds used in practice is also relative. In addition 
to differences in their general potency against the whole 
group of susceptible organisms, each may show some 
variation in its action against individual bacteria and even 
individual strains. Thus although sulphanilamide seems 
to inhibit a somewhat larger proportion of gonococcal 
strains than does uleron, the latter may succeed against 
an individual strain which has repeatedly proved resistant 
Furthermore, a strain of susceptible organ- 
isms may become “fast” to one compound and yet 
capitulate to another. 

In my experience the coliform group possesses the 
lowest proportion of sulphonamide-resistant strains and the 
highest degree of sensitivity to these compounds. This is 
particularly the case in infections of the urinary and 
genital tracts, where the growth of coliform bacilli can be 
rapidly arrested with quite small doses and where there 
is only a low proportion of failures. Gonococci are less 





M 


susee 
longe 
mane 
resist 
strep 
come 
that 
Strep 
comp 
I ha 
in wi 
dipht 
both 
pneu 
entire 
Itt 
of ac 
only 
ton | 
Reac! 
rapid 
adm 
fall t 
a foc 
for s 
vegel: 
scar | 
attach 
may 
On 
a pu 
to st 
final 
defen 
are { 
Agar 
in ne 
bacte 
way | 
is she 
in m' 
belies 
that « 
actua 
immu 
This 
highe 
trons 
Rel 
with 
opene 
shows 
logics 
thera, 


‘a 
amide 
which 
is ad 

2. | 
urinal 

i 
twent 
both 
One i 

4. ° 
Mixtu 
one f: 


a = 1 = CF CF = CD ‘ 


- 


Sse rr OSC SECO 


teal 





May 28, 1938 


susceptible as a group, requiring fairly intensive and pro- 
longed treatment before they are completely and_per- 
manently eradicated, and there is a higher proportion of 
resistant cases. The high susceptibility of the haemolytic 
streptococcus (especially the A group) to sulphonamide 
compounds is well known, but I have convincing evidence 
that certain non-haemolytic streptococci—for example, 
Strep. viridans and Strep. faecalis—can also be partly or 
completely inhibited by both sulphanilamide and uleron. 
I have also seen cases of mixed genito-urinary infections 
in which such organisms as B. proteus, B. aerogenes, and 
diphtheroid bacilli are concerned completely clear up with 
both those substances. The staphylococcus and the 
pneumococcus, on the other hand, have proved almost 
entirely resistant in my experience. 

It ts now generally realized that whatever the exact mode 
of action of sulphonamide compounds may be they act 
only as blood-borne antiseptics, and their direct applica- 
tion to an infected focus is of comparatively little value. 
Reaching the blood and tissues quickly, they are also 
rapidly eXcreted, and in practice unless they are correctly 
administered their concentration will soon be found to 
fall to a subefficient level. An adequate blood supply to 
a focus of infection is, of course, an essential condition 
for success: avascular foci, such as blood clots, cardiac 
vegetations, necrotic areas, and chronic foci embedded in 
scar Ussue or sclerosed bone, will resist chemotherapeutic 
attack no matter how susceptible the enclosed organisms 
may be. 

One cannot help feeling that all these substances exert 
a purely bacteriostatic action, and that they do nothing 
to stimulate the defence mechanisms of the host. The 
final result of any infection must largely depend on this 
defence mechanism, and many failures with chemotherapy 
are probably to be attributed to its faulty operation. 
Again, chemotherapy does not appear to have any action 
in neutralizing existing toxins or those liberated by the 
bacteria which these drugs destroy. Above all, it in no 
way protects the patient against relapse or recurrence, as 
is shown by the high relapse rate in the present series and 
in my other groups of cases. Indeed, I have reason to 
believe that the opposite effect is sometimes produced, and 
that chemotherapy at the very onset of an infection may 
actually inhibit those anti-bacterial processes which confer 
immunity against recurrence or relapse of an infection. 
This would explain the fact observed in practice that a 
higher incidence of ultimate success is obtained when infec- 
tions are treated some time after rather than at their onset. 

Reflection on these and many other problems connected 
with the great therapeutic possibilities which have been 
Opened by the discovery of sulphonamide compounds 
Shows that a great deal of bacteriological and immuno- 
logical work will have to be done before the new chemo- 
therapy finds its proper level in the treatment of disease. 


Summary 

1. Clinical experiences are reported with several sulphon- 
amide-containing chemotherapeutic substances (one of 
which, recently introduced under the trade name of uleron, 
is a di-sulphonamide). 

2. Fifty-seven cases, with illustrative records, of genito- 
urinary infection are reviewed. 

3. In a group including four cases of epididymitis and 
tWenty-six of urethritis chemotherapeutically treated (in 
both instances non-gonococcal) there were respectively 
One and three failures. 

4. Twelve cases, similarly treated and constituting a 
mixture of acute and subacute pyelitis and cystitis, showed 
One tutlure and three relapses. 
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5. Fifteen cases of “secondary ™ urinary infection, nine 
of them with senile prostatic enlargement, four with 
urethral stricture, one with epididymitis, and one with 
vesico-colic fistula, were treated with these drugs. In the 
prostatic cases two-thirds of the patients were benefited by 
chemotherapy, which proved of value in combating pre- 
operative and post-operative urinary sepsis, although the 
relapse rate was again high. Two prostatic and two 
Stricture cases—all with chronic retention and heavy 
alkaline mixed infection—completely failed to respond. 

6. The selective action of these drugs on 
organisms and strains and their mode of action in vivo are 
discussed. 


various 
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A NEW CONTRAST STAIN FOR GONO- 
COCCI AND MENINGOCOCCI 
IN SMEARS 
BY 
B. R. SANDIFORD, M.D. 


Chief Bacteriologist, Public Health Laboratories, Cairo 


The examination of smears for gonococci, particularly 


from women, is facilitated by a method of staining 
described elsewhere (Sandiford, 1937). It consists olf 


Gram’s method with Pappenheim’s stain in place of a 
simple red counterstain. The organisms stain as in the 
usual Gram stain, while the polymorph cells show blue- 
violet nuclei and rose-violet cytoplasm, the red gonococci 
standing out much more clearly against the blue-violet 
background of cells than against the red background 
afforded by the ordinary counterstain. While the method 
was independently evolved, an acknowledgment was given 
in the paper to Fauth (1918), who, it was found, had 
previously described a similar method of staining. 
Recently I have received reprints of papers by Scudder 
and Lisa (1931) and Scudder (1931), who, apparently 
unaware of Fauth’s paper, described such a stain and 
recommended it for Neisseriae in sections and smears. 

The present paper is the outcome of an attempt to 
devise a method of staining which would not diminish the 
contrast between cells and Gram-positive organisms as 
does the Gram-Pappenheim combination, yet which would 
retain and, if possible, still further improve the contrast 
between Gram-negative organisms and cells. To this end 
attention was directed to the staining of the Gram-positive 
organisms and to the staining of the cells. 


The Gram-positive Organisms 

Effect of Acid.—lt was found that when, as sometimes 
happened in dealing with large batches of routine 
specimens, the counterstain was left on rather too long, 
the Gram-positive organisms tended to decolorize. — In 
view of the reported effect of acid vaginal secretion on 
the Gram-staining of organisms (see below), it seemed 
probable that the 2 per cent. carbolic acid which forms the 
bulk of Pappenheim’s stain was responsible for this de- 
colorization. Experiments on stained films with 2 per 
cent. carbolic acid alone showed this supposition to be 
correct. 

The Violet Stain.—|Improvement was effected by the use 
of crystal violet with ammonium oxalate as the initial 
Stain and acetone as the decolorizer. (1 am indebted to 
Major Beamish, R.A.M.C., tor drawing my attention to 
the method, which seem® to be the same as that described 
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by Hucker, 1922.) This stain gives a deep purple-black 
to Gram-positive organisms, and is more “ fool-proot ~ 
in use than other violet stains. Various authors mention 
the effect of acid vaginal secretion in producing spurious 
Gram-negative results, and recommend the use of either 
alkaline violet (Burke, 1921) or alkaline iodine (Scudder 
and Lisa, 1931). Scudder (1931) advocates the use of a 
buffer with the initial violet stain, and says that the 
ammonium oxalate mixture acts as a buflered solution, 
Its advantages for vaginal smears seem to be obvious. 

The Decolorizer.—Whatever method of Gram is used, 
acetone is much superior to alcohol for decolorizing films 
containing pus. With acetone, complete decolorization ot 
the cell nuclei may rapidly be obtained and the Gram- 
positive organisms be left unaffected—a result which is 
difficult, or impossible, of attainment with alcohol unless 
the smears are very thin and well spread. 


The Cells 


It seemed that if the violet element could be eliminated 
from the counterstain and the cells be stained green the 
contrast between them and both Gram-positive and Gram- 
negative organisms would be improved. According to 
Lee (1937) this metachromatic effect of methyl green ts 
due to the presence of methyl violet as an impurity. With 
a View to obtaining a pure sample, Messrs. Gribler were 
communicated with, but the one they sent gave no better 
results than their product which we were using. A sample 
from British Drug Houses gave, just perceptibly, a purer 
green. Scudder (1931) says that an over-ethylated methyl 
green prepared by the National Aniline and Chemical Co. 
was found to be practically free from violet impurity. 
The results she got with it—dark blue-purple nuclei and 
faint lavender cytoplasm—however, suggest that they were 
much the same as those given by Gribler’s product. This 
is borne out by her statement that Griibler’s iodine green 
produced similar results, for I have found it to give the 
same colour as their methyl green. 

Various other dyes, as substitutes for methyl green, 
were tried in admixture with pyronine and other sub- 
stances, but without success. Malachite green had seemed 
a hopeful substitute, as both it and methyl green are 
“ basic’ colours. This had been discarded, however, as 
the sample we had available—pre-war, made by Lauten- 
schliger—was practically insoluble. However, in view of 
our failure to find any other satisfactory substitute, and in 
view of the fact that according to McIntosh and Fildes 
(1931) malachite green is highly soluble in alcohol or 
water, a sample was obtained from Messrs. Gribler. This 
proved to be freely soluble, and an aqueous mixture of 
it with pyronine in the proportions given below produced 
excellent results. Used as the counterstain with the 
Hucker—Gram stain it gives a beautiful contrast between 
the bluish-green cells, the purple-black Gram-positive 
organisms, and the red gonococci. Overstaining with it 
does not affect the Gram-positiveness of organisms. 

In view of this success with malachite green it was 
surprising to find in Scudder’s paper (1931) that Pappen- 
heim (1899) was quoted to the effect that one can use 
methyl green or iodine green but not malachite green in 
his stain. 

Other Uses of the Stain—1 have found it useful also 
for detection of meningococci in cerebrospinal fluid, and 
Gram-negative organisms in centrifuged urine deposits, 
faeces, and sputum. It does not seem, however, to be 
applicable to any sort of pus containing any sort of 
organism. I have had the opportunity of trying it on 
only a few specimens of “ surgical” pus and on only one 
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containing Gram-negative bacilli, which did not take on 
the pyronine well. This substance is said to have a 
special affinity for Neisseriae (Scudder, 1931; Walton, 
1936). My experience with vaginal smears has been that 
all Gram-negative organisms stain quite well with it, 
Experiments with the counterstain below and films of 
Bact. coli and Bact. tvphosum suggest that their affinity 
for pyronine is a function of their age. In young cultures 
most of the organisms stain well with it, while in old 
cultures most of the bacilli take on the malachite green. 
This factor of ageing and degeneration probably affects 
the affinity of Neisseriae for pyronine, as we have had 
irregular results with stale specimens of cerebrospinal fluid, 
It should be noted that all the gonorrhoea specimens used 
in this work have been smears made by the clinician at the 
time of taking the specimen. 

The following is the method of staining now employed 
in these laboratories and in the British Military Laboratory 
in Cairo, 

Method of Staining 

Any Gram technique to which the worker is partial 
may be followed up to the end-point of decolorization, 
but the following is strongly recommended, especially the 
use of acetone, which is essential in order to obtain com- 
plete decolorization of the cell nuclei before counter- 
staining. 

INITIAL STAIN 


Crystal violet .. - a ea os 
Alcohol (98°,).. se 
Ammonium oxalate (1°, 


this 


1 gramme 
20 c.cm. 
30 ccm. 


half a 


aqueous iA 


(i) Leave mixture on the heat-fixed film for 
minute. 

(ii) Flood off with triple strength Lugol's iodine (as used in 
Jensen's modified Gram stain) and leave on for half a minute. 

(ii) Pour off the excess iodine and blot once. 

(iv) Decolorize with acetone for three or four seconds. 

(v) Wash. 

(vi) Put on the counterstain for two minutes. 


(vii) Flood off with water—do not wash—and blot. 
CONTRAST COUNTERSTAIN 


Malachite green 0.05 gramme 


Pyronine 0.18 a 
Aq. dest. ad 100 c.cm. 
N.B.—There are two varieties of pyronine, “ B” 


and * G,” the former being almost insoluble in water. 
Pyronine (Gribler) is apparently pyronine “ G.” as it 
is freely solubte in water. 

Keeping Qualities —The following statements are based 
or haphazard observations only, during the use of solutions 
kept in ordinary bottles at room temperatures under 20 C. 

Crystal violet stain: keeps for about a month; is found to 
have deteriorated after six weeks. Counterstain: keeps for at 
least three weeks, possibly longer : 100 c.cm. in a staining-pot 
may be used for at least 150 small smears. 


Summary 

A method of contrast staining which greatly facilitates 
the detection of gonococci and meningococci in smears 1S 
described. 

By this method the cells and nuclei are stained bluish- 
green, Gram-positive organisms  purple-black, and 
Neisseriae red. 
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Clinical Memoranda 





Popliteal Embolectomy - 


Mr. J. R. Blackburne’s case of femoral embolectomy 
reported in the Journal of April 2 (p. 730) has suggested 
to me that the following case of popliteal embolectomy 
may be of interest. 

Case Recorp 

A man aged 51 was admitted to Evesham Hospital on 
January 14, 1937, suffering from auricular fibrillation. After 
digitalis therapy his pulse rate dropped to 78 per minute. In 
the early morning of January 28 he awoke complaining of severe 
cramp-like pain in both his legs. After a few minutes the 
pains died down, to be followed by pain in the left leg below 
the knee. He was seen by me about two hours after the 
beginning of the pain, when his pulse was thready and the rate 
120 per minute. 

Examination.—The left leg was pale and cold, and was 
paralysed from the knee down, Pulsation was felt in the left 
femoral but not in the left popliteal artery. The pulsation 
in the femoral artery was poor, partly owing to his shocked 
condition, and it was less strong than that of its fellow of the 
opposite limb. There was a localized area over the popliteal 
artery, Which was tender on pressure. The embolus had 
evidently first been held up at the aortic bifurcation, and 
then been swept downwards to the left lower limb. A popliteal 
embolism was diagnosed, and arrangements were made for 
operation, the patient meanwhile being treated for shock. 

Operation.—About six hours after the initial symptoms the 
left popliteal artery was exposed by a posterior mid-line 
incision under local anaesthesia. This incision was prolonged 
to expose the whole course of the vessel, which in this case 
ended proximal and not distal to the tendinous arch between 
The popliteal vein appeared 
dilated, and the circulation in it seemed to be at a standstill. 
The vein being retracted, no pulsation was present in the last 
one and a half inches of the artery or in its terminal branches, 
but distinct though sluggish pulsation was evident above that 
level in the artery itself and in the superior and inferior 
genicular arteries. Two light rubber-covered mosquito forceps 
were applied, one to the popliteal artery above and one to 
the anterior and posterior tibial arteries just below the bifurca- 
tion. A longitudinal incision one inch in length was made in 
the artery just above its terminal bifurcation; the embolus 
delivered itself through the opening and was removed. On 
relaxing the proximal clamp there was strong and immediate 
pulsation of bright arterial blood. The proximal clamp was 
now closed, and the distal one relaxed and then removed, 
when some dark blood flowed slowly from the opening in the 
artery. The vessel was gently “ milked ~ from below up, but 
no fragments were obtained. The arterial wound was sutured 
with catgut, and a small oozing spot was covered with a 
muscle graft fixed by a light mattress suture through the 
adventitia. On removal of the clamps strong pulsation 
occurred, it being particularly noted that pulsation above the 
level of the embolus in the main and branch arteries was 
twice its previous volume. By the time the wound was closed 
the leg was pink and distinctly warmer. The limb was enclosed 
in cotton-wool. 

On the third day an ellipse of skin about three inches by 
two inches over the lateral surface of the lower third of the 
leg became discoloured, but this passed off in three or four 
days. Otherwise convalescence was uneventful. Tests with 
a sphygmomanometer and a stethoscope three weeks and nine 
months after operation showed good circulation in the artery. 


Summary 
Two interesting points are noteworthy : 


|. The point of tenderness, which proved to be exactly 
over the site of the embolus. 


2. The poor pulsation of the main and branch arteries 
above the level of blockage, and their striking improve- 
ment after removal of the embolus. 


This suggests a spasm proximal to the block which must 
militate to a large extent against the formation of an 
efficient collateral circulation. 


G. Harvie Duncan, F.R.C.S.Ed. 


Evesham. 


An Unusual Case of Miscarriage 


The following case of miscarriage seems so unusual as to 
warrant publication. 


Case RECORD 


A Chinese woman, a 2-para aged 36, was admitted to hospital 
on February 15, 1938, with a history of having passed part 
of a foetus on the previous day. The patient said that one 
leg, both arms, part of the trunk, and the head were missing, 
but that she had hooked out the head later, and had also 
passed a few small bones, mixed with a foul-smelling blood- 
stained discharge. Ten months previously the patient had 
had a miscarriage, after five months’ amenorrhoea, and said 
that she had passed a placenta and an oval white mass about 
four inches long; but she was very uncertain as to its appear- 
ance, as she had fainted from severe haemorrhage. From her 
description the haemorrhage was probably treated by packing 
and injections, without exploration of the uterus. After some 
days the haemorrhage ceased, but the abdomen was still larger 
than normal. She returned to the country, and for the next 
three months had short one-day menstrual periods, after which 
she had almost continuous daily loss of blood-stained dis- 
charge, sometimes foul-smelling, for the next six months, 
accompanied at times by bearing-down pains. She did not 
seek treatment, as she said her appetite was good and she 
was able to do her work. It was not until she passed part 
of a foetus that she took her condition seriously. 

After admission to hospital one or two foetal bones were 
expressed from the uterus on bimanual examination, together 
with a copious pus-like foul discharge tinged with blood. 
For the first week after admission the patient had a tem- 
perature ranging between 101° and 99°. The discharge con- 
tinued, with the passage of one or two more portions of the 
foetus at times. On the ninth day, after two days of normal 
temperature, a few fragments within reach of small ovum 
forceps were removed and the uterus washed out with glycerin, 
without an anaesthetic. There was no rise of temperature 
following this manipulation, and as a slight discharge still 
persisted during the next five days it was decided to explore 
the uterus under anaesthesia. On March 1, after a wide dila- 
tation of the cervix, further small sharp fragments of skull 
bones were removed with ovum forceps. The uterus was 
then explored again with a sound, and a bone was touched 
at the fundus of the uterus, apparently well embedded. This 
was gradually dislodged by douching with a flushing curette 
and hooking it with the sound till it was possible to grip it 
with ovum forceps and remove it, though some damage was 
done to the cervical canal in the process as it lodged trans- 
versely across the internal os, 

Following the operation there was fresh haemorrhage on the 
first day, probably due to injury caused by the sharp edges 
of the bone, but the temperature remained normal and there 
was no further loss. The patient was discharged from hos- 
pital on March 7 in very good condition. 

Possibly this was a five-months miscarriage of twins, 
one foetus and the whole placenta being passed on the 
first occasion and the disintegrated remains of the second 
foetus ten months later ; or the portions passed on the two 
occasions may all have been parts of the one foetus. 

ANNIE SYDENHAM, M.R.C\S., 
Medical Oflicer in Charge of Obstetrics and 
Gynaecology Department. 


Alice Memorial and Affiliated 
Hospitals, Hong Kong. 
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ESSENTIALS OF MIDWIFERY 

A Short Textbook of Midwifery. By G. F. Gibberd, M.B., 

M.S., F.R.C.S., M.C.0.G. (Pp. 529; 187 figures. 15s.) 

London: J. and A. Churchill. 1938. 

Two qualities are required of the writer of a “short 
textbook “—namely, the power of concise exposition and 
discernment in selecting the essentials of his subject. There 
are not many short textbooks of obstetrics, and Mr. G. F. 
Gibberd’s recently published work will be likely to receive 
an immediate welcome, for the reason, primarily, that he 
possesses the first-named quality to a quite uncommon 
degree. He possesses also a wide and accurate knowledge 
of his subject and, in particular, of recent developments 
in its clinical aspects. He has had the great hospital, of 
which he is a distinguished alumnus, its particularly well- 
organized maternity district, and its pathological museum, 
as his main sources of inquiry and experience ; it is also 
evident that he has drawn freely from his association 
with Colebrooke and Fry in the research department of 
Queen Charlotte’s Hospital. Starting with these advan- 
tages the author could hardly fail to write a useful book, 
and it may be said without hesitation that the merits of 
his work are outstanding and should secure for it a 
notable success. 

When space is limited the selection of subjects for the 
fullest possible exposition must be to some extent a matter 
of opinion, and on the whole the author has shown 
wisdom in his choice; but there are exceptions. As an 
instance, we may quote his treatment of ante-natal care, 
a subject which in the judgment of obstetric teachers 
generally is of primary importance. Mr. Gibberd, how- 
ever, disposes of it in less than two pages. and he is 
content to present the “ objects of ante-natal care * in four 
bald statements which are so obvious in character as to 
resemble platitudes, and which could have been formu- 
lated by any intelligent senior student for himself. The 
indiscriminate practice of “routine tests” is discouraged 
lest they should become an “automatic ritual,” but the 
point must not be overlooked that the result of such 
tests is often the first indication of their being called for. 
The importance of establishing sympathetic and sustained 
contact between the patient and her doctor and nurse, 
particularly in the case of a primigravida, is overlooked, 
as is also the great assistance which can now be obtained 
in industrial practice from the public maternity services. 
Students and junior practitioners are usually in need of 
both exhortation and guidance in these matters. En 
passant, the author surely loses, for the moment, his sense 
of proportion when he advises expectant mothers to spend 
ten hours a day in bed. 

All authors are, perhaps, prone to discourse freely upon 
the matters in which they are particularly interested ; it 
is, therefore, not surprising that the subjects of renal 


disease in pregnancy and of puerperal infection should ' 


receive comprehensive treatment. These sections are 
written with admirable clarity ; the student who masters 
them will have nothing to fear from examiners, and will 
in addition be possessed of a store of knowledge which he 
can put to practical use. On the other hand the hormonic 
influences which control the reproductive cycle receive but 
perfunctory treatment, and the reader is given no inkling 
of the fascinating story of their elucidation—admittedly 
incomplete as yet, but stimulating’ to the mind of the 
thoughtful reader, 


There is much in this book to commend and little to 
decry; if a short textbook of midwifery is needed no 
better could have been provided. The illustrations, and 
in particular the skiagrams, are admirable, and have 
almest all been prepared under the personal supervision 
of the author. 


PARENTS AND CHILDREN 

The Generations. A Study of the Cycle of Parents and 

Children. By Dr. Emanuel Miller. (Pp. 276. 7s. 6d. net.) 

London: Faber and Faber. 1938. 

In this volume, which is an expansion of lectures given 
at the Institute of Medical Psychology, Dr. Miller dis- 
cusses the relationship of parents and children and seeks to 
show the causes of the frequent difficulties that arise in 
families and the way in which they might be avoided. 
His approach is founded on psycho-analysis, though he 
does not adhere to the strict Freudian doctrine, and he 
points out how difficult it is to break the vicious cycle, 
since many of the faults of. parents are inexorably deter- 
mined by their childish reactions to similar faults in 
their own parents. 

The subject is a wide one. The history of the family 
in primitive peoples down to modern civilization is briefly 
reviewed in the first chapter, and an attempt to foresee 
what may happen to the family under modern social and 
political developments is made in the last. The inter- 
mediate chapters are occupied by a sketch of the problems 
which face those about to marry, the neurotic reactions 
to the responsibilities of marriage and parenthood, and 
the development of the child’s character and personality 
in the family. Although it might be held that the subject- 
matter of this book is not strictly medical, it is a problem 
of which few medical men can afford to be ignorant, and 
least of all the genera! practitioner under whose benevolent 
eye the family is founded and grows. 

Dr. Miller's book ought to interest everyone, medical 
and lay, and his deep erudition and wide range of interest 
will stimulate the reader to meditate upon a greater 
variety of questions than might be expected from the 
modest compass of a volume of litthke more than 270 pages. 


RENAL PHYSIOLOGY 


The Physiology of the Kidney. By Homer W. Smith. 

(Pp. 310: 32 figures. Frontispiece. 145s. net.) London: 

Humphrey Milford, Oxford University Press. 1937. 
Professor Homer W. Smith’s book, The Physiology of the 
Kidney, is probably the most important work on the 
subject since Cushny’s Secretion of Urine. Like Cushny 
the author takes us step by step over evidence compiled 
from the results of hundreds of experiments, summarizing 
and drawing conclusions as he goes, so that at the end the 
reader has a fairly clear picture of the present state of 
knowledge. In this survey the work of the author’s own 
school takes an important place but is not given undue 
prominence. We see how the very simplicity of the 
Cushny theory is its greatest pitfall, and how the evidence 
for excretory activity on the part of the renal tubules, 
as well as reabsorption from the glomerular filtrate, is 
now incontrovertible. 

The most important steps in this new knowledge have 
been the direct examination of glomerular filtrate by 
Richards and his co-workers, and the finding of a sub- 
stance which is neither excreted nor reabsorbed by the 
tubules, and can therefore serve as a measure of 
glomerular filtration. The author shows how the poly- 
saccharide inulin fulfils the necessary criteria for such a 





St 
si 
mM 


th 


no 
and 
ave 
sion 


ven 
dis- 
; 10 
in 
ed. 

he 

he 
cle, 
er- 


ily 
fly 
see 
ind 
er- 
ms 
ns 
nd 
ity 
ct- 
2m 
nd 
>nt 


cal 
est 
ter 
he 
es. 


he 





May 28, 1938 





substance. Using the inulin clearance as a standard, the 
simultaneous clearances of other substances can be 
measured and their mode of excretion studied. The 
phenol-red clearance, for example, is much greater than 
that of inulin, showing that the former substance must be 
actively excreted. 

In the study of renal physiology difficulties have con- 
stantly arisen owing to differences in the mode of excre- 
tion of certain substances in various species. Thus, the 
creatinin clearance in the dog is the same as that of 
inulin, but this is not the case in man. Even Cushny’s 
idea of threshold substances is losing its meaning, and on 
this subject the author says “The problem is un- 
doubtedly a very complex one ; in our ignorance the term 
‘threshold, as descriptive of the more or less critical 
relationships between plasma level and excretion, is too 
convenient to be abandoned.” This sentence gives some 
idea of the critical spirit and at the same time the 
tolerant attitude in which the book is written. It is not 
too much to say that it will be read by every serious 
student of physiology. Apart from the clear exposition 
of a very difficult subject, the reader will learn much about 
the fallacies which have been found and the pitfalls which 
await the unwary experimenter, and a careful study of 
this book should avoid many mistaken conclusions in 
the future, 


PYORRHOEA ALVEOLARIS 


A Texthook of Clinical Periodontia, A Study of the Causes 
and Pathology of Periodontal Disease and a Consideration 
of its Treatment. By Paul R. Stillman, D.D.S., and John 
Oppie McCall, D.D.S. Second edition, completely revised 
and reset. (Pp. 282: 44 figures. 15s. net.) London and 
New York: The Macmillan Company. 1937. 
In the preface to this the second edition of their book 
on what is generally termed “ pyorrhoea™ the authors 
emphasize three points: that the dentist should focus his 
attention on health and the means for attaining it rather 
than on disease; traumatic occlusion; reattachment of 
gum to tooth where it has been destroyed by the ravages 
of pyorrhoea. “Health™ seems to refer mainly to the 
alveolar structures. If either from overuse or disuse their 
tone fails the “ undifferentiated embryonic mesenchyme 
cells of the pericementum™ fail in their function of 
renovation, thus showing the importance of normal 
function This requires normal occlusion, and any devia- 
tion from the normal which puts an unwonted strain on 
a tooth must be followed by disease of its supporting 
tissue: such abnormal occlusion is called traumatic 
occlusion and is held by the authors to be the root 
cause of pyorrhoea. “ Fundamentally, etiology may be 
Stated as being based upon a disturbance of function ™ ; 
the only function of the teeth is mastication, so it follows 
that overuse (traumatic occlusion) or disuse must be at 
the base of all dental disease. To the authors of this book 
malocclusion is the governing factor in the aetiology 
of pyorrhoea, and the great point in treatment is to grind 
in the bite till normal occlusion is attained. In the treat- 
ment of “pyorrhoea pockets” they claim that by pre- 
senting a scraped surface of cementum to a gum-flap freed 
of epithelium reattachment of gum to root can be obtained. 
In Fig. 37—reattachment of gum to root—we note the 
absence of Sharpey’s fibres; the reattachment may be 
only the cicatricial contraction of the gum on to a sterile 
root surface. Frankly we are unable to follow the 
authors’ chain of argument—the work could with advan- 
tage be compressed to half its size—and we cannot see 
that they make a strong case for their thesis. The work, 
however, is worthy of careful study. 
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HEALING PROPERTIES OF PLANTS 


Lehrbuch der Biologische Heilmittel, By Dr. Med. 
Gerhard Madaus. Vols. i, ii, iii, and index. (Pp. 2,864; 
76 plates; 1,114 illustrations. RM. 92; bound, RM. 93.) 
Leipzig: Georg Thieme. 1937. 
The textbook of biological remedies by Dr. Gerhard 
Madaus is a massive encyclopaedia with abundant illus- 
trations. Most of the plants used in medicine in the 
past or present are described in a series of monographs 
which occupy the bulk of this work. Each monograph 
contains an account of the geographical distribution and 
botanical characters of the plant and a history of its use 
in medicine. An account is also given of the pharmaco- 
logical actions and the chemical nature of the active 
principles. Finally the monographs describe the thera- 
peutic uses of the plants not only in official medicine but 
also in homoeopathy and in folk medicine. The mono- 
graphs range from two to thirty pages in length. 

The monograph on digitalis, which is one of the longest 
(thirty pages), contains a coloured plate, a map, a page 
on the history of the medicinal use of the plant, five 
pages on the chemistry of the glucosides with a page 
of structural formulae, and some twenty pages on its 
pharmacological actions and clinical uses. References are 
given to some of the most recent work on the latter 
subjects. The volumes therefore resemble in their general 
scope the old herbals with the addition of modern 
chemistry and pharmacology. The author explains in 
a preface that his general aim has been to collect all 
the information available about the healing properties of 
plants. He emphasizes the point that the experience of 
former generations is of value, as well as the scientific 
knowledge that has been accumulated during the last 
century. Inspection of the volume shows that its contents 
have been largely chosen on the basis of folk-lore. 
Adequate descriptions are given of most of the important 
galenical plants, but the majority of plants described are 
not used in official medicine. 

The appearance of this imposing encyclopaedia is 
perhaps a sign of the increasing interest that is being 
taken by the German authorities in German folk-lore, 
since the new Weltanschauung, with its emphasis on racial 
traditions and the importance of subjective emotions in 
comparison to objective knowledge, finds itself more and 
more in sympathy with the herbal medicine of past ages. 


IMMUNITY REACTIONS OF VIRUSES 


The Immunological Reactions of the Filterable Viruses. 
By F. M. Burnet, E. V. Keogh, and Dora Lush. (Pp. 
368 ; 27 figures; 17 tables. 10s.) London: H. K. Lewis 
and Co., Ltd. 1937. 
Dr. F. M. Burnet’s contributions to the literature of filter- 
able viruses are both numerous and valuable, and to these 
he has now added a monograph on the immunological 
reactions of viruses. In this last work he has had the 
collaboration of E. V. Keogh and Dora Lush, both of 
whom have been working with Dr. Burnet at the Walter 
and Eliza Hall Institute of Medical Research since he 
returned to Melbourne. While in this country much of 
Burnet’s work was concerned with the bacteriophages, and 
more particularly their neutralization by means of anti- 
sera, their antigenic structure, and their mode of union 
with the susceptible bacteria. An early chapter in the 
present monograph deals with this work on the immuno- 
logical reactions of the bacteriophages, and the authors 
show that, despite certain superficial differences due to the 
small size of these phages, there is no real difference 
between the behaviour of phages and bacteria in these 
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reactions. It is of interest to note that they are of the 
opinion that the bacteriophages, like the viruses gener- 
ally, can most usefully be considered as minute living 
micro-organisms. The study of the neutralization re- 
actions of the phages has been more readily and accurately 
studied in the past than similar reactions with the filterable 
viruses, because the methods available for phage titration 
are relatively accurate and easily carried out. The titra- 
tion of viruses in the living animal is, at the best, some- 
what inexact. As Burnet has shown, however, the chorio- 
allantoic membrane of the developing egg provides a 
means of virus titration of much greater accuracy than 
the animal, and he and his colleagues in Melbourne have 
made use of this method in the investigation of a number 
of animal viruses and their antisera. 

Having considered the immunological reactions of plant 
viruses and devoted a chapter to some general considera- 
tions concerning animal viruses and their antisera, they 
describe in successive chapters the neutralization reaction 
of a number of representative viruses as studied by the 
egg technique. As in the case of the bacteriophages, 
differences between the behaviour of viruses and bacteria 
are noted, though here again they are considered to be 
only superficial. The lack of firmness of union between 
virus and antibody, noted by previous workers in this 
field, is confirmed and the reason for this is discussed. 
It is shown that the percentage law, discovered by 
Andrewes and Elford in the case of the bacteriophages, 
holds also in the case of viruses, the reason for this being 
the relatively enormous amount of antibody to antigen 
in the neutralization reaction over a large range of anti- 
serum dilutions. 

In the concluding chapters of this valuable monograph 
the authors take up such questions as the consideration of 
virus immunity from the biological point of view, the 
site of formation of virus antibodies, and the production 
of active immunity against virus infections. Concerning 
this iast problem, the use of living attenuated virus is 
held to be the method most likely to give success, the 
employment of killed virus being considered of little use 
for this purpose. Though in the main such a conclusion 
will meet with general acceptance, it is perhaps rather 
sweeping, and overlooks the fact that killed vaccines have 
been shown to be of value in the case of some viruses at 
any rate. 





Notes on Books 


In Mortality Trends in Minnesota (Oxford University 
Press, 16s.) Professor CALVIN F. SCHMID sets out in a con- 
venient form the mortality experience of the State of 
Minnesota from 1910 to 1935. The population of the State 
was 2.1 millions in 1910 and 2.6 millions in 1930; in 1910 
41 per cent. of the population lived in urban sections ; 
in 1930 this proportion had increased to 49 per cent. 
Trends of mortality from the principal causes are shown 
and a succinct discussion of possible factors is provided. 


For the French series of new treatments Dr. F. 


RATHERY has produced an excellent practical little book ° 


on the insulin treatment of diabetes. He stresses the fact 
that in severe cases (diabéte consomptif) insulin is the only 
treatment of any use. He gives clear indications on how 
to start it and work out the best individual dosage for each 
patient. The theoretical aspects of insulin resistance and 
sensitivity are discussed in great detail. The protamine 
insulin compounds should have received more mention. 
The full titlke of the book is La Pratique de la Cure 
Insulinique et les Diabétiques (en dehors des grandes 
complications), and it is published in Paris by J.-B. 
Bailliére (price 25 fr.). 
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Preparations and Appliances 





PLASTER FORCEPS 
Mr. A. ANDERSON Bonar, F.R.C.S. 
Ed. (Ashington, Northumberland), 
writes: 

Having watched nurses and 
others struggling with a_ thick 
plaster in an attempt to remove it, 
I devised a form of forceps, shown 
in the accompanying illustration. 
The plaster is split along one side 
in the usual way with Lorenz's 
shears. If the plaster is thin 
removal involves no difficulty. In 
thick plasters—for example. hip 
spica plasters and in certain 
walking plasters—it may be a 
matter of difficulty to remove 
them without causing extreme dis- 
comfort, and even pain, to the 
patient. The forceps shown here 
largely overcomes these difficulties. 
It is simple in design, easy to 
handle, and the method of appli- 
cation is obvious. 

The Medical Supply Association 
has made this forceps for me, 
and I have pleasure in acknow- 
ledging their help. 





VISIBLE BOOK-KEEPING AND CASE-RECORDING 


H. K. Lewis and Co., Ltd., have produced a new loose-leaf 
system for medical book-keeping and case-recording which 
seems to reduce the labour involved in both these necessary 
and complicated arts to a minimum. This new device is a 
steel-spined ledger with the usual projecting signals in evidence 
so that it may be opened at any letter of the alphabet. Once 
Opened the names of twenty-five patients are immediately 
visible in each section, every name being at the bottom— 
or on the other side at the top—of overlapping sheets (5 inches 
by 8 inches) adequate for any ordinary clinical history, and 
having appropriate spaces for such necessary details as the 
patient’s age. sex, occupation, civil state. and so on. For the 
recording of clinical histories this method would seem to 
combine all the advantages of the case-book and the card- 
index. The loose leaves for book-keeping are similar in size and 
in overlapping arrangement, but the space allowed for clinical 
histories on the companion leaves is taken up in the book- 
keeping section by all that is necessary for the recording of visits 
and consultations. There are ruled columns sufficient for a record 
of one visit on every day of the year in the case of any one 
patient. Should the patient survive this a new leaf will have to 
be inserted for his benefit, but if his demands are less exacting 
the same sheet may last—with the patient—for as long as 
twelve vears. There are also the necessary columns for the 
total fees payable in each month, the date on which the account 
was sent, the amount due. and the amount received. The 
leaves of both varieties are perforated, and may be inserted— 
after a little practice—at the required level on chromium-plated 
rings, all of which open at the turn of a wing-nut set in the 
steel spine. 

The complete outfit with 300 sheets costs £2 18s. 6d., or with 
500 sheets £3. The binders, which seem so solidly constructed 
as to be almost indestructible, may be bought separately, as 
may the sheets for case notes, book-keeping, or both, from 
Messrs. H. K. Lewis at 136, Gower Street, London, W.C.1. Is 
it perhaps a sign of the times that there is a space for the 
patient’s telephone number beneath the column labelled 
* Amount Due”? 
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FEVER THERAPY 


Pyretotherapy can be active, as when a febrile 
attack is produced by the injection of a foreign 
substance, usually a living organism or a protein ; 
or passive, when fever is produced by physical 
means, such as short waves or a warm humidified 
atmosphere. The methods are not identical, and 
it is possible to have shock therapy without fever. 
The monograph on this subject edited by Dr. 
Walter M. Simpson and Dr. William Bierman is a 
compilation of abstracts and discussions of papers 
presented at the first International Conference on 
Fever Therapy in New York in March, 1937." 
Fever is one of the weapons which warm-blooded 
animals, and particularly mammals, use to counter- 
act the attacks of parasitic micro-organisms, and 
early experience taught the benefit of very hot baths 
and other means of external heating. The demon- 
stration of hyperpyrexia produced by physical 
agents, however, was not made until 1883. 
Philipps’s original observations were repeated in- 
dependently by Hill and Flack in 1908; they 
showed that the temperature of the body could be 
raised, even up to 103° F., by means of hot baths. 
Dr. Clarence E. Neymann has collected and has 
summarized the available data on artificial fever 
produced by physical means.* His own specialty 
—psychiatry—has been the means of greatly con- 
tributing to knowledge of the subject. As early 
as 1876 Rozenblum of Odessa purposely inoculated 
psychotic patients with relapsing fever and pub- 
lished the favourable results he observed after these 
and other psychotic and demented patients had 
recovered from relapsing fever, malaria, and typhus. 
Much later, infection with malaria, relapsing fever, 
the injection of tuberculin, typhoid vaccine, sus- 
pensions of sulphur in oil, and other organic and 
inorganic compounds came into vogue, and were 
successfully used in the treatment of general paresis. 
The common factor in all these remedies is fever. 

Many of the sequelae following hyperpyrexia, 
such as nausea, vomiting, and prostration, are 
apparently due to disturbance in the patient's fluid 

Fever Therapy. Abstracts and Discussions of Papers Presented 
at the First International Conference on Fever Therapy. New 
York: Paul B. Hoeber, Incorporated. Medical Book Department 
ot Harper and Brothers. (5 dollars.) 

* Artificial Fever Produced by Physical Means: Its Development 


and Application. By Clarence A. Neymann, M.D. London; 
Baillitre, Tindall and Cox. (27s.) 
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and chloride balance. They can be mitigated by 
giving large amounts of chloride-containing fluid 
before, during, and after the treatment, and by 
increasing the relative humidity and decreasing the 
dry-bulb temperature of the atmosphere to which 
the patient is exposed. The pathological changes 
following fever therapy are summarized as engorge- 
ment of the blood vessels, especially of the 
capillaries, associated with haemorrhage of vary- 
ing extent and necrosis of the tissues, including 
the muscles, liver, kidneys, lungs, adrenals, and 
brain. Haemorrhages and patchy necrosis in the 
central nervous system are striking and consistent 
findings, especially where the sedative used was a 
respiratory depressant. Fever therapy is therefore 
a dangerous remedy, and it should be used only 
by the expert and for the seriously ill. Its cura- 
tive action is unexplained, though two important 
factors appear to be weakening of the virulence of 
infecting organisms and the stimulation of phago- 
cytic cells in the tissues. The greatest triumphs 
of pyretotherapy have been in the venereal diseases, 
although there are but few conditions in which 
success has not been claimed for fever therapy. 
It has been much employed in vascular lesions, in 
acute and chronic rheumatism and chorea, and in 
the various forms of paralysis. The disappearance 
of tumours after neighbouring infections such as 
erysipelas or cellulitis is well established and has 
sometimes been successfully copied by the use of 
Coley’s fluid. Both local and general fever have 
occasionally been used successfully in malignant 
disease, and it appears that the cumulative effects 
of fever and x rays are superior to either alone. 
There is no proof that a febrile disease can be 
aborted by an early application of artificial fever, 
but certain chronic diseases, both febrile and 
afebrile, can be cured by this means. Penetrating 
heat appears to be more efficacious than external 
heat; and, all other factors being equal, electro- 
pyrexia produced by high-frequency electrical 
currents, damped or undamped, is the method of 
choice. Reliance should be placed only on the 
rectal temperature ; a benzol fused quartz thermo- 
meter should be used. In an _ air-conditioned 
cabinet, in conjunction with electromagnetic induc- 
tion, temperatures of 106°—-107° F. or more may 
be attained. 

It is perhaps in dementia paralytica that the 
results of pyretotherapy are most established. 
Kraepelin compiled a series of 3,079 cases of paresis 
treated with malaria. He concluded that 1,319 
showed some improvement ; this is approximately 
43 per cent. About half this number achieved a 
full remission ; 57 per cent. did not improve ; while 
during and just following the course of treatment 
with malaria the death rate ranges between 10 and 








1162 May 28, 1938 
30 per cent. Since the spontaneous remission rate 
of dementia paralytica is less than 4 per cent., it 
is clear that the introduction of malarial therapy 
was a great step forward, even if the death rate 
is fairly high. A total of 979 cases treated by 
electropyrexia has been collected by Dr. Neymann 
from published results. Of this number 27 per 
cent. are credited with a complete remission, and 
a further 36 per cent. are reported as improved 
and said to be no longer in need of hospital treat- 
ment. Thus electropyrexia has increased the total 
rate of improvement by 20 per cent., while those 
who have died as a direct result of treatment 
amount to only 2 per cent. In treatment at least 
eight hours of continuous body temperature above 
103.5° F. should be employed, and during at least 
two of these eight hours the temperature should 
range slightly above 105.8° F. Usually the bouts 
of fever should be given twice a week and the 
course of treatment continued until a mental re- 
covery results. A patient should not be abandoned 
as hopeless until he has received fifty treatments. 
Tryparsamide and heavy metals should be given 
with the electropyrexia. In syphilis of the nervous 
system electropyrexia appears to be of some avail 
—not, of course, in restoring nerve paths and fibres 
already degenerated. In tabes much alleviation 
of lancinating pains and crises has been obtained. 
Artificial fever alone will not eradicate the syphilitic 
virus even if body temperatures are maintained 
that are more than adequate to kill cultures of the 
Treponema pallidum in the test-tube ; chemotherapy 
is needed. Electropyrexia has opened a new 
approach in the treatment of all forms of gonor- 
rhoea. Each individual strain of gonococcus 
appears to have a thermal death time, which ranges 
from five to twenty hours at 106.7° F. Usually 
three-quarters of the number of hours established 
as the thermal death time in vitro is sufficient to 
eliminate the gonococci from the human system ; 
about 15 per cent. of all cases, however. are not 
helped by electropyrexia. The location of the 
gonorrhoeal lesion appears to make no difference. 
Arthritis, ophthalmitis, urethritis, and salpingitis 
are cured in an identical manner. 

On the effect of electropyrexia in other diseases 
little definite has been attained, but Dr. Neymann 
is of opinion that Sydenham’s chorea is promptly 
aborted in the vast majority of cases. 
is not contraindicated in rheumatic carditis com- 
plicating chorea. If anything, this condition is 
ameliorated by bouts of artificial fever. Arthritis 
is another disease in which treatment by electro- 
pyrexia has proved a great aid. The cases must 
be selected, as the hypertrophic form does not 
respond well and the patient may even be harmed 
by this treatment. All the well-known forms of 
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treatment—rest, elimination of focal infections, 
physiotherapy of various sorts—must be employed ; 
in chronic refractory atrophic arthritis electro- 
pyrexia has a place. In the non-specific therapy 
of asthma electropyrexia is useful. It has been 
tried in a host of other chronic diseases, many of 
which will never yield to pyretotherapy. Dr. 
Neymann makes a strong case for its use in 
specified diseases and has endeavoured to lay down 
the indications. 





THE PLANNING OF MATERNITY 
HOSPITALS 


The annotation under the above heading (April 30, 
p. 955), to which exception has been taken in our 
correspondence columns, was elicited by a paper 
read to the Royal Sanitary Institute by Dr. Thomas 
Orr, medical officer of health for the borough of 
Ealing. In this paper the author quoted a recom- 
mendation made by the Departmental Committee 
on Maternal Mortality and Morbidity in 1932 as 
follows: “In the interests of economy as well as to 
facilitate specialist treatment of non-obstetric con- 
ditions associated with pregnancy and childbirth, 
new maternity accommodation should, where prac- 
ticable, be associated with general hospitals.” With 
this recommendation Dr. Orr found it “ difficult to 
agree entirely” and stated “two very strong 
arguments in favour of an entirely separate institu- 
tion.” The first argument is that the normal mater- 
nity patient is not a sick woman and therefore she 
need not be sent to a general hospital. The second 
is that “ there must be separate domiciliary accom- 
modation for the nursing staff attending maternity 
cases.” In illustration of his first point Dr. Orr 
quoted the case of a maternity hospital dealing 
with over 500 cases a year in which “it was not 
found necessary, Over a period of four years, to 
call in a medical or surgical consultant on any 
occasion.” With Dr. Orr’s contentions so far 
we are entirely in agreement. Dr. Henry H. 
MacWilliam, in supporting the recommendation of 
the Departmental Committee in his letter published 
on May 14, appears to have overlooked certain im- 
portant considerations: (a) that the great bulk of the 
work of a maternity hospital consists of the care of 
women who are in good general health, and rated, 
from the obstetric standpoint, as “ normal cases ”; 
(b) that the medical and surgical complications of 
pregnancy and labour are relatively uncommon, and 
that the principal special maternity hospitals 
number among the members of their honorary 
staffs representatives of medicine, surgery, paedia- 
trics, and ophthalmic surgery; (c) that the emer- 
gencies which occur in a maternity hospital are 
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obstetrical, not medical or surgical emergencies ; 
(d) that the post-mortem examinations in a mater- 
nity hospital are not really, as he supposes, carried 
out by members of the obstetric staff ; (e) that cases 
of puerperal sepsis are not offered the best chance 
of recovery by being admitted to a medical unit. 

A further consideration should be borne in mind. 
The Departmental Committee advised that to pro- 
vide the optimum of safety a maternity unit should 
contain fifty to sixty lying-in beds and five to ten 
ante-natal beds, and should deal with 800 to 1,000 
cuses a year. How many general hospitals in 
this country can provide a maternity unit of that 
size? And, further, is it reasonable to expect that 
they will be -able to do so? An unsatisfactory 
feature of the present obstetric position is the insig- 
nificant size of the maternity units of most of our 
important general hospitals, including the teaching 
hospitals. We believe that if the first-quoted 
recommendation of the Departmental Committee 
were fully carried out the result would be the 
eventual disappearance of special maternity hos- 
pilals. By common consent the present accommo- 
dation for maternity cases is inadequate, and con- 
siderable increases must before long be under- 
taken. The Committee desired that the additional 
new accommodation should be provided in 
connexion with general hospitals, where practicable. 
These qualifying words have really no significance, 
for a general hospital is an independent organiza- 
tion which will be its own judge of what is practic- 
able. In consequence the prospect before us would 
be that the special hospitals would be unable to 
participate fully either in the coming extension of 
midwifery accommodation or in the advances and 
improvements in hospital construction which the 
future will bring. These hospitals would first 
suffer in efficiency and finally perish of inanition. 
We cannot think that our correspondents would 
wish to see this result brought about. 

It is not too much to claim that the special mater- 
nity hospitals of this country are in the van of 
obstetric teaching and practice, and certain of them 
can hold their own even with Professor F. J. 
Browne's department at University College Hos- 
pital or the more recently established unit at the 
Postgraduate Hospital under Professor James 
Young. Has the work recently done at Queen 
Charlotte’s Hospital by Drs. Colebrook and Fry 
and the other members of their research team been 
Overlooked by our correspondents? Thanks to the 
generosity of British and American donors, and 
thanks also to the courage and enterprise of its 
board of management, Queen Charlotte’s Hospital 
has built up a research organization which is un- 
surpassed in the obstetric field. Has the maternity 
unit of any general hospital done better? Why, 
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then, should the special hospitals be shouldered 
out? It is not questioned that provision for 
maternity cases is required in many general hos- 
pitals to meet local requirements and to complete 
the equipment of teaching hospitals. Our sub- 
mission is, however, that the special maternity hos- 
pitals are playing a most important part in 
obstetric teaching and practice, and that it would be 
a national disservice to weaken their position from 
* ideological ” considerations. 





THE B.M.A. BUILDING AND THE ROYAL 
ACADEMY 

Not only members of the British Medical Association, 
but also others, both medical and lay, have learned with 
interest of the inclusion in the 1938 Royal Academy 
Exhibition of the architect’s plans for the completion of 
the building scheme adopted some years ago by the 
Association. These plans, prepared for the Council 
by Mr. Douglas Wood, F.R.1.B.A., are the subject of an 
article in this week’s Supplement by the Chairman of the 
Building Committee, Dr. Henry Robinson; and in 
the middle of the Supplement there is reproduced a 
drawing by Mr. Wood representing the exterior of 
the finished building as seen from Tavistock Square. 
Everyone must judge for himself of the merits of this 
ambitious plan ; to us it seems wholly admirable, and 
it is satisfactory to find what is, of course, merely a lay 
view of an artistic matter confirmed by the verdict of 
Mr. Douglas Wood’s colleagues in his own profession 
and by the Council of the Royal Academy. Mr. Wood 
and the British Medical Association are alike to be 
congratulated on a plan which will produce a real 
addition to the architecture of London. 


A COURSE IN MEDICAL HISTORY 


For the first time, certainly in the United States of 
America and possibly in the world, a graduate course 


has been devoted to the history of medicine. That 
stimulating scholar and philosopher, Henry Ernst 


Sigerist, Welch Professor of the History of Medicine at 
the Johns Hopkins University and Director of its 
Institute, through a _ carefully planned programme 
brought together at Baltimore during the week of 
April 18 to 23 a large and enthusiastic group of men 
and women from the United States and from Canada, 
among whom were a number of distinguished historians. 
The President of the University, Dr. Isaiah Bowman, 
opened the proceedings. The morning sessions were 
devoted to lectures and discussions and included such 
topics as principles of primitive medicine, Egyptian 
medical papyri, the Hippocratic problem, Paracelsus 
and the development of iatrochemistry, new contribu- 
tions to the history of the circulation of the blood, and 
the social history of medicine in the nineteenth century. 
In the informal atmosphere of the afternoons’ round- 
table seminars, attention was primarily focused on 
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problems concerning teachers of medical history, such 
as the various approaches to its study, the interpretation 
of medical texts, the history of disease, and the choice 
of a subject for research. The more strenuously educa- 
tional part of the course was skilfully mollified and at 
the same time enhanced by exhibits, visits to libraries 
and learned societies, cocktail parties, and dinners. The 
vast armamentarium of research and equipment which 
the Institute commands was made available to those 
desirous of learning for themselves how medical history 
may be pursued as an exact scientific study and how it 
may also be temptingly and successfully introduced 
into medicine’s daily work. Just as in international 
congresses, one of the more valuable aspects of this 
graduate week also was the opportunity it afforded of 
meeting kindred spirits and of discussing individual 
problems with Dr. Sigerist and his staff, who freely gave 
their undivided attention. The most original item on a 
crowded programme was a musical evening in the Great 
Hall of the Welch Medical Library, which houses the 
Sargent Portrait of the Four Professors. Four string 
instruments and one soloist performed music which had 
not been heard for two or three centuries: a frottola 
on the syphilis of Marchese Francesco Gonzaga of 
Mantua (1517); dance music played in Southern Italy 
during the seventeenth century in the treatment of that 
astonishing disease tarantism ; and hymnlike music in 
praise of St. Sebastian, patron saint against the plague 
(1702). Intended purely as an experiment, this graduate 
course was by common consent so helpful and so 
delightful that it will be repeated in future years and 
should become a recognized feature of medical education 
in America and possibly also in other countries. 


AN INTERNATIONAL SURVEY OF BLINDNESS 


The International Association for the Prevention of 
Blindness has published a long report dealing with The 
Number of the Blind and the Protection of the Eyes in 
Different -Countries.'. The International Association 
was founded at The Hague in 1929. Since then it has 
carried out useful inquiries on the incidence of various 
blinding diseases of the eyes and on methods of pre- 
vention. The present volume is the result of its most 
ambitious effort. A questionary was issued to all the 
countries of the world two years ago. Replies were 
received from thirty-five. The book gives a correlation 
of these replies. Some countries gave official replies, 
others answered through individual societies or oculists, 
and further data were supplied by the League of 
Nations. The report shows how largely the incidence 


of blindness is a social and economic problem. Pre- | 


vention of blindness is in the main to be secured by 
improvements in general hygiene, and that depends upon 
the social habits of the peoples. In highly industrialized 
countries there are the added risks of injuries which need 
tu be guarded against. This survey sets out what is 
being done in the several countries which have furnished 
information. It is a distinctly instructive record ; and 








* The Number of the Blind and the Protection of the Eyes in 
Different Countries. Paris (6e), 66, Boulevard Saint-Michel. 


since it is issued in an English edition it is available for 
all those in the worldwide English-speaking countries 
who take an interest in the matter. It shows what a 
great need there is for some sort of common agreement 
in the various countries as to the definition of blindness 
and the manner of recording statistics, and also for some 
adjustment of the returns according to the social relief 
granted to the blind. In some countries no relief is 
given and the number of blind recorded is small. 
In other countries, such as Britain, the blind are treated 
most generously and the number registered is high. 
The great variation of the incidence of the various forms 
of blindness is best illustrated by trachoma. This is 
rare in Western countries and very common and highly 
damaging to sight in Eastern countries. Myopia as a 
cause of blindness is much discussed by ophthalmic 
surgeons and educationists. The variations in the 
incidence shown in the returns are great. Twenty 
countries give no figures, though some of these state 
that they have “ sight-saving classes” for children so 
affected—for example, Portugal, Switzerland, Lithuania, 
and Japan. Madagascar says definitely there is no 
high myopia there. Of the countries or cities that give 
figures the following is the list with the percentages 
attached: Scotland 17, London 13.93, Australia 13.5, 
Holland 13.2, France 8, U.S.A. 5.3, Tasmania 5.29, 
Germany 5.13, Rumania 2, Greece 1, Bulgaria 0.81. 
The differences in Great Britain alone call for some 
explanation. Those for Scotland are the figures 
gathered by Smith and Marshall (17 per cent.), for 
London those of Bishop Harman (13.93 per cent.), while 
those from Birmingham collected by Matthew Burn 
show 4.4 per cent. This report of the International 
Association will make a strong appeal to ophthalmolo- 
gists and educationists interested in the care of the blind, 
and to social workers and members of statutory authori- 
ties who are responsible for supervision of the beneficent 
measures designed for the prevention of blindness and 
the amelioration of the hard lot of the blind. — Its pro- 
duction merits high praise and credit for the staff who 
have worked so long and diligently to produce it. 


SIGNIFICANCE OF MOLES ON THE FACE 


It has recently been suggested by E. Sklarz' that many 
of the small hairy moles and fibromata commonly met 
with on the face and neck are really rudimentary sense 
organs and are analogous to the sensory hairs or 
whiskers of such mammals as cats, dogs, and rats. The 
chain of reasoning which led Dr. Sklarz to this con- 
clusion is quite interesting. He noticed that in rats 
which had been epilated by a sublethal dose of thallium 
the whiskers or sensory hairs persisted. The survival 
of the hairs is due to the fact that they derive their 
innervation from the cerebrospinal system, while the 
ordinary hairs which form the animal’s coat are 
innervated from the sympathetic system. Thallium, being 
a poison primarily affecting the endocrine glands and 
through them the sympathetic nervous system, affects 
the ordinary hairs, but the sensory hairs escape. 





* Derm. Wschr., 1938, 82, 462. 














Th 
we 
hai 
cas 
pal 
it 
ren 
the 
spi 
org 
lov 
spe 
or 
hat 
so 
alw 
the 
sitt 
sen 
cor 
spe 
dos 
pla 
sen 
me 
thr 
has 
cor 
in 
epi 
sen 
ova 
not 
ges 
as 
the 
inn 
Stai 
on 
me 
una 
mia 
obj 
pies 
mur 
pro 
real 
evik 
reas 


Cri 
mel 
are 

Psy 
ano 
rec 
lion 
disc 
neu 
evel 





nd 
“a 
ho 














May 28, 1938 


Thallium, of course, is not given to human adults, so 
we do not know from direct observation whether the 
hairs on moles would escape its action. But in severe 
cases of alopecia areata (a condttion in which the sym- 
pathetic system is affected), in which all the hair is lost, 
it has been observed that hairs growing from moles 
remain. This suggests that they are innervated, like 
the sensory hairs of lower mammals, from the cerebro- 
spinal system and hence come into line with sense 
organs in general. Now these sensory hairs in the 
lower animals are characterized by being placed on a 
special prominence, which may be described as a wart 
or papilla. They are symmetrical, and the root of the 
hair is always in connexion with a dilated blood vessel, 
so that they have been called sinus hairs. There is 
always pigmentation. Now the moles often found on 
the face show. certain points of resemblance, both in 
situation and in their microscopical structure, to the 
sensory warts or prominences of lower animals. Their 
commonest situation is on the cheek at a point corre- 
sponding roughly with that of the whiskers of cats and 
dogs, and they are often more or less symmetrically 


placed. Microscopically the human mole, like the 
sensory prominences of the animals, is often pig- 


mented. It is true that notwithstanding prolonged search 
through several hundreds of serial sections Dr. Sklarz 
has not succeeded in discovering any blood sinuses in 
connexion with the hairs on moles, but he has succeeded 
in finding certain structures in them close to the 
epidermis which he considers have a resemblance to 
sensory epithelial organs. They consist of round or 
oval enclosed bodies, sometimes pigmented, sometimes 
not, possessing a definite capsule, and in general sug- 
gesting the structure of an end-organ in connexion with 
a sensory nerve. It would indeed be of great value in 
the examination of this question to be able to study the 
innervation of these bodies with the aid of special nerve- 
staining methods. Much light might thereby be thrown 
on the theory that these encapsulated bodies are rudi- 
mentary sense organs. This, however, Sklarz has been 
unable to do owing to the difficulty of obtaining enough 
material. It must be remembered that there are distinct 
objections to the removal of any considerable-sized 
piece of skin from the face! Nevertheless, although 
much further research is necessary to afford definite 
proof that moles and fibromata (Gesichtsnaevi) are 
really rudimentary sense organs, there is at all events 
evidence that this interesting and intriguing idea is 


reasonable. 


THE SUBNORMAL PRISONER 


Criminologists are familiar with various grades of 
mental disorder and mental deficiency in prisoners, and 
are making rapid progress in their appreciation of the 
Psychological factors in crime. There is also, however, 
another class of person, who seems to be fairly well 
recognized abroad but not to have attracted much atten- 
tion here. That is the offender who is neither mentally 
disordered nor mentally defective nor even appreciably 
Neuroue, but merely subnormal. He is below par in 
every part of his personality—-moral, mental, and 
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physical. One might say that he is only partly alive. 
Many such people scem to drift into petty crime simply 
from the lack of sufficient “ nous” to keep them out 
of it. Dr. Norwood East, Medical Commissioner of 
Prisons, makes some interesting remarks on this group 
in the Commissioners’ annual report.' He says it 
includes criminals of inferior intelligence who are not 
classifiable with the mentally defective and cannot be 
certified as such. He calls them the “ constitutional 
psychic inferiority subgroup,” and regards them as im- 
portant in the study ofrecidivism. Some of them are 
aggressive criminals and a menace to society, but many 
are no more than a nuisance, and in prison are quiet, 
well-behaved, sensible, and often rather likeable indi- 
viduals. Both types present one distinguishing feature : 
they will soon return to prison after they have been 
released. An illuminating case whose melancholy 
career Dr. East summarizes is that of a man of 74, 
whose previous convictions started early in 1882 and 
now number about fifty. This is not the total of his 
offences, for some may have escaped detection and 
Others have been taken into account on conviction at 
various times. The family history was uneventful and 
there was no insanity, though a brother had been in 
prison. At the age of 17, when he was sent to five 
years’ penal servitude for pocket-picking, he had already 
formed a criminal habit. At a recent interview Dr. 
East found him intelligent, alert, and without enmity 
to society. He has kept in touch with his relations 
and is welcomed by them on release. He is well pre- 
served physically and mentally, and is on the whole 
an optimist. He gives no trouble when in custody, is 
satisfied and contented, and may be to a certain extent 
institutionalized. He is a man whose dispositions and 
temperament work best in low gear. He has had little 
ambition, and has derived little satisfaction from success 
and suffered little disappointment from failure. Dr. 
East might agree that his habit of returning to prison 
at short intervals is perhaps the best adaptation to 
life of which he is capable, that he cannot stand alone, 
and that the nearest substitute for a parent he can 
find is His Majesty’s prison. Dr. East finds the 
aggressive type of recidivist not so common as the 
passive. He lays stress on the experience that neither 
of these subnormal types is likely to respond to psycho- 
logical treatment after they have had a number of 
convictions, and thinks that the detention establish- 
ments suggested by the Persistent Offenders Committee 
may well prove eventually to be a more humane and 
logical method of dealing with them. Psychotherapy, 
like the steering-gear of a ship, will only work if there 
is some propulsive force in operation. The best way 
of dealing with these people may be to regard them 
as necessarily permanent inmates of an institution or 
colony, just as many mental defectives are. Incidentally 
Dr. East gives a wide survey of the limitations of 
psychological treatment. If this method is to be of 
lasting value the claims made by its exponents must 
constantly be subjected to the criticism of practical 
experience. That is far more likely to bring it into 
general use than any amount of propaganda. 





Report of the Commissioners of Prisons for 1936. London: 
H.M. Stationery Oflice. Cmd. 5675, 1938. (2s.) 
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ROYAL SOCIETY CONVERSAZIONE 
The Royal Society conversazione last week again 
brought together an interesting assemblage of exhibits 
illustrating advanced work in many fields. Special 
interest attached to the new methods of sampling indus- 
trial dusts, shown by Professor H. V. A. Briscoe of the 
Royal School of Mines, who has lately received the gold 
medal of the Institution of Mining and Metallurgy for 
this work. The latest method which Professor Briscoe 
has elaborated is called the labyrinth, and consists of an 
assembly of baffles in a conduit through which the dusty 
air is drawn. This enables relatively large samples to 
be collected for chemical analysis, solubility determina- 
tions, and physiological experiments. The idea has 
been to establish the causative agent or property respon- 
sible for silicosis. Mr. J. E. Barnard showed a simpli- 
fied method of ultra-violet light microscopy. The 
greatest obstacle to the wider use of ultra-violet light in 
microscopy is the need for somewhat elaborate electrical 
apparatus to produce a high-tension spark of sufficient 
intensity. This is now in part overcome by using a 
mercury vapour discharge lamp of special pattern. A 
large part of the ultra-violet energy produced by this 
lamp is confined to one line of a particular wave-length 
which is useful in investigations with fresh biological 
material, especially when the presence of a virus is 
suspected. Some of the historical exhibits were of not 
less interest than the products of modern laboratories. 
There was shown, for example, an original crayon 
drawing of the physical laboratory of the Academy of 
Sciences of Paris in the early eighteenth century, the 
work of Sebastian Leclerc, who was not only an 
accomplished artist but had applied himself to the study 
of physics, and therefore was able to depict the various 
scientific instruments, of which more than one hundred 
were shown, with a fidelity which no one before, or 
since, has achieved. Another exhibit of historical 
interest, which has just come into the possession of the 
Science Museum, was John Hadley’s original Gregorian 
reflecting telescope. Hadley was also famous as the 
inventor of the reflecting sextant. Another exhibit was 
obtained from the sale of Isaac Newton manuscripts not 
long ago in the shape of the earliest trade card of an 
English optician. It bears the name of John Yarwell 
and the date 1683, and the back is covered with extracts 
from the classics in Newton’s writing. To turn from 
these old excursions to very modern instances, the 
Cambridge Psychological Laboratory had an exhibit 
one part of which was designed to illustrate the factors 
influencing sensory thresholds... The effect of sensory 
adaptation was shown on visual acuity, brightness dis- 
crimination, and loudness discrimination. An apparatus 
was demonstrated with which the eye can be adapted 


to any illumination from 0 to 45,000 foot-candles and: 


visual acuity rapidly measured at any illumination over 
the same range. Another exhibit showed the effect of 
the rate of application of a stimulus. If the intensity of 
a stimulus be increased, the amount of increase neces- 
sary to give rise to a perception of this change is 
dependent upon the rate at which the change is made. 
In touch, pressure, sound, and light—in fact, in all the 
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cases studied, with the exception of that of pain-—a 
decided fall in the threshold is found with increase in the 
rate of application of the stimulus. Yet another 
exhibit from the same laboratory showed the effect of 
knowledge of results on learning and performance. The 
experiments showed that improvement in performance 
occurs only when the knowledge of results is afforded. 
After a fairly high standard of performance—in this 
case a relatively simple muscular movement—removal 
of knowledge of results leads to a very pronounced 
deterioration—which, as with many of these results of 
psychological experiment, is just what we should expect. 


LISTER MEDAL 


The Lister Medal for 1939, which is awarded in recogni- 
tion of distinguished contributions to surgical science, 
has been granted to Professor René Leriche, professor 
of clinical surgery in the University of Strasbourg, and 
he will deliver the Lister Memorial Lecture in 1939 at 
the Royal College of Surgeons of England. This is 
the sixth occasion of the award, which is made by a 
committee representative of the Royal Society, the 
Royal College of Surgeons of England, the Royal 
College of Surgeons in Ireland, the University of 
Edinburgh, and the University of Glasgow. Previous 
Lister medallists have been Sir William Watson Cheyne, 
Professor Anton von Eiselsberg, Professor Harvey 
Cushing, Sir Charles Ballance, and Sir Robert Muir. 


PAGET MEMORIAL LECTURE 


The twelfth Stephen Paget Memorial Lecture, on 
* Insulin and Diabetes: The Present Position,” will be 
delivered by Professor Charles H. Best, M.D., D.Sc.. of 
Toronto University, at the annual general meeting of the 
Research Defence Society at the London School of 
Hygiene and Tropical Medicine, Keppel Street, W.C., 
on Thursday, June 9, at 3 p.m. The chair will be taken 
by the president of the Society, Lord Lamington, sup- 
ported by Sir Arthur Stanley, chairman of committee, 
Sir Edward Mellanby, F.R.S., vice-president, and Pro- 
fessor A. V. Hill, F.R.S., vice-chairman of committee. 
Tea and coffee will be served after the meeting, and 
Visitors will be welcomed. 





The eighty-ninth annual session of the American 
Medical Association will be held in San Francisco from 
June 13 to 17. The scientific sections number fifteen 
this year. 





On May 19 Professor J. J. Abel, director of the labora- 
tory for endocrine research at the Johns Hopkins Medical 
School, Baltimore, was elected a Foreign Member of the 
Royal Society. 
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IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


SOME NASAL CONDITIONS 


BY 


E. D. D. DAVIS, F.R.C.S. 


Nasal Polypi 


Nasal polypi are localized areas of oedema of the mucosa 
of the ethmofid and, more commonly, the external or 
meatal surface of the middle turbinal. The polypi arise 
from the narrow upper part of the nose, and as they 
increase in size they expand to the more spacious and 
broader part, hence becoming pedunculated. Nasal polypi 
are divided into three main groups, according to their 
aetiology: (1) allergic ; (2) allergic with secondary infec- 
tion : (3) infective or inflammatory. 

The allergic group is the commonest, and is associated 
with allergic vasomotor rhinorrhoea of long duration, 
There is a family history of allergic manifestations, such 
as asthma, hay fever, and urticaria. The nose shows the 
characteristic and variable pale moist swelling of the 
mucosa, and the patient has attacks of nasal obstruction, 
sneezing, and rhinorrhoea similar to hay fever. The polypi 
frequently recur in spite of vigorous treatment. Mucus is 
retained in the nasal sinuses, and a low-grade infection is 
noi uncommon. 

The infective or inflammatory polypi accompany a 
chronic rhinitis or sinusitis. X-ray photographs should 
be obtained, since they are always useful. There is an 
uncommon type of single polypus known as the post- 
nasal or choanal polyp, which starts in the middle meatus 
of the nose and extends backwards into the posterior nares 
and nasopharynx. It occurs in young subjects, and has 
a long stalk attached to the mucosa of the antrum, just 
within the ostium. This large polypus blocks the posterior 
nares, hence the marked nasal obstruc- 
lion, and if it is completely removed 


clear inspection of the interior of the nose at a later date. 
On the other hand, when the polypi are multiple and 
inaccessible to the snare, and if sinus suppuration is 
present, a more radical operation under general anaesthesia 
is required. The radical operation consists in removing 
the polypoid middle turbinal and the parts of the ethmoid 
fiom which the polypi grow. It may be necessary to 
resect the nasal septum in order to obtain a free access 
to the polyp-growing area. Any suppurating nasal sinus 
is drained. 

The snare operation is done when the patient is free 
from a cold or recent infection. He is placed in the sitting 
position, and the best possible illumination is obtained by 
means of the forehead mirror or head lamp. Strict asepsis 
and antisepsis must be observed. The nose is anaesthetized 
by swabbing the mucosa of the affected area with a 
solution of equal quantities of 20 per cent. cocaine and 
adrephine inhalant (Parke, Davis). Adrenaline | in 1,000 
solution may be used instead of adrephine, but adrenaline 
has the disadvantage of producing a reactionary and 
profuse rhinorrhoea, sneezing, and occasional bleeding an 
hour or so after its application. The nose is then gently 
packed with narrow ribbon gauze soaked in the solution 
of cocaine and adrephine. If a cocaine spray is used the 
solution should not be stronger than 4 per cent., and the 
patient is directed to expectorate any of it which trickles 
into the throat. The snare is threaded with No. 3 snare 
wire, and the orifice of its barrel should have a bridge 
so that the wire cannot be pulled right through into the 
barrel ; cutting off the polypi is thus avoided. The polypi 
are threaded through the snare loop and the barrel is 
firmly pushed up to their attachment. The polypi should 
be pulled off rather than cut, so as to obtain an underlying 
flake of the ethmoid bone. The snaring operation should 
be done with a light hand, and the better the technique 











it may not recur for some years. 
DIAGNOSIS 
A good view of the nose will show the typical glisten- 
ing polypi like muscatel grapes arising from the middle 
turbinal region. Polypi can hardly be mistaken for any- 
thing else. A malignant growth is accompanied by pain, 
it Occurs in patients of cancer age, and it is a firm 
vascular red tumour which bleeds freely when touched. 
Microscopical section will confirm the diagnosis. 


TREATMENT 


This must be directed to the removal of the cause and 
particularly to the underlying allergic condition. The 
elimination of the exciting causes to which the patient 
IS Sensitive, with calcium and thyroid therapy, proves 
Successful. Little or no relief is obtained by the use of 
sprays, lotions, and inhalations. In fact, these applica- 
tions are irritating. Immediate relief can be obtained by 
removing the polypi with the snare, under cocaine anaes- 
thesia. Polypi will recur at varying intervals, but the 
more thorough the removal the less frequent the recur- 
rence, and in the case of the single polyp a long interval 
of freedom is probable. Though removal by snare may 
be merely palliative it has the advantage of allowing a 


and the more effi- 
cient the instruments 
the better and more 
lasting the result. 
Forcible evulsion 
with forceps has 
been known to lead 
to perforation of 
the anterior fossa of 
the skull or of the orbit, and even 
injury to the optic nerve. The dan- 
gerous area is the roof of the lateral 
mass of the ethmoid—that is, the top 
of the middle meatus of the nose 
under cover of the middle turbinal. 
The point of the forceps should be 
used parallel to this area, and not 
directed straight at the roof. Curet- 
ting with a sharp ring knife has resulted in severe trauma 
and osteomyelitis. Rest in bed for a few days is neces- 
sary after any nasal operation: exposure to catarrhal 
infections is thus avoided. The nose should be left alone 
and at Interference with the natural process of 






Snare for removing 
polypi. 


rest. 
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healing, such as the use of sprays and lotions, is un- 
desirable. 

It haemorrhage is excessive the patient should be kept 
in the sitting position. Injections of haemostatic serum 
and calcium may be given. A hypodermic injection of 
1/4 grain of morphine for an adult is often more effective 
than any other remedy. If plugging the nose is really 
necessary, gauze soaked in the cocaine-adrephine solution 
mentioned above is gently packed on to the bleeding 
point. The gauze should be removed at the end of 
twelve hours. Prolonged packing leads to sepsis: a rise 
of temperature and tonsillitis are often the first indications 
of sepsis following a nasal operation. A careful inspection 
of the nose at the end of a fortnight should be made for 
polypi which have not been seen at the snaring operation. 
The treatment of allergic polypi by radium implantation 
is still on trial. 

Atrophic Rhinitis (Ozaena) 


This is a chronic inflammation of the nasal mucosa 
which results in the loss of the ciliated epithelium and 
atrophy of the mucosa. The mucus dries, forming large 
offensive crusts which accelerate the atrophy of the 
mucosa. There is a loss of the sense of smell, and these 
patients are susceptible to any catarrhal infection. Patients 
with atrophic rhinitis are often found to have pulmonary 
tuberculosis, and a search for the tubercle bacillus should 
always be made. In severe cases the atrophy and crust- 
ing extend to the pharynx and the trachea. 
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atrium of the middle meatus. It is very easy to lose 
pieces of gauze or pledgets of cotton-wool in the nose 
during an operation. Foreign bodies may enter by way 
of the nasopharynx during swallowing or vomiting, par- 
ticularly if there is any deficiency or loss of function of 
the soft palate. If the foreign body is allowed to remain 
for any length of time it will be covered with calcium 
deposited from the excessive nasal secretion and so form 
a rhinolith. A history of the foreign body having been 
introduced into the nose is not always obtainable, and it 
is only when ulceration and suppuration occur that atten- 
tion is directed to that organ. 


DIAGNOSIS 


A blood-stained offensive discharge from one nostril in 
a child points to a foreign body, and a close inspection 
of the nose after shrinkage of the mucosa with cocaine 
and adrephine will confirm the diagnosis. 


TREATMENT 


The nose is anaesthetized with cocaine—adrephine solu- 
tion as used for nasal polypi and the patient is directed 
to blow the nose vigorously. This may produce the 
foreign body, but it also has the effect of clearing the 
nose of secretion. The foreign body is removed by means 
of a suitable looped hook or forceps, under direct vesion 
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DIAGNOSIS 

The typical atrophy of the inferior turbinals with the 
easily recognized and unmistakable offensive odour of the 
crusts ; the broad roomy nose; and the long duration of 
the disease leave no doubt as to the diagnosis. There 
are a few cases of syphilis, with necrosis and perforation 
of the middle third of the septum, which may resemble 
atrophic rhinitis. 

TREATMENT 

The disease starts in childhood, and treatment should 
be early and continuous to prevent the later atrophic 
changes. It consists, first, of thorough cleansing of the 
nose, and, secondly, the prevention of crusts. The nose 
is cleaned by large quantities of alkaline solution, such as 
equal parts of common salt, sodium bicarbonate, and 
boric acid, one teaspoonful to a pint of warm water. The 
nose is irrigated with a large nasal irrigator, such as 
Down’s quadruped nasal irrigator. Any adherent crusts 
should be removed by forceps or by swabbing with 
hydrogen peroxide. Crust formation is prevented by 
spraying the nose thoroughly with lipiodol or, if lipiodol 
is irritating, equal parts of lipiodol and paroleine simplex 
(Burroughs Wellcome and Co.). A mixture of potassium 
iodide 5 grains with aromatic spirit of ammonia 10 
minims at intervals is helpful: the latter counteracts the 
depressing effect of the iodide. The first thorough 
cleansing should be performed under cocaine anaesthesia 
by the surgeon, and the patient is shown how to use the 
lotion and spray. The nasal toilet, consisting of lotion 
and spray, should be carried out by the patient morning 
and evening ; but in the milder cases once daily, at night- 
time, is sufficient. Treatment has to be continued for 
long periods and so long as there is any crusting or 
discharge. The general health should receive careful 
attention, and residence at the seaside is beneficial. 


Foreign Bodies in the Nose 


Young children push pieces of paper, beads, fruit- 
stones, etc., into the nose, and these are found in the 
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Looped hook used in removing a foreign body from the nose. 


In difficult, frightened children and when the foreign 
body is far back in the nose a general anaesthetic is 
necessary. Syringing to recover the foreign body should 
never be done, as it may result in the substance being 
driven into the trachea or into an inaccessible part of 
the nose. Also, children are frightened by syringing, and 
infection may be driven to the Eustachian tube and ear. 


E. Fenz (Miinch. med. Wschr.. March 4, 1938, p. 323) 
describes the results of presacral infiltration with novocain 
in 143 cases of sciatica. After infiltration 112 were com- 
pletely relieved, twenty-six were improved, and five showed 
no improvement. Seventy-six patients could be followed 
up for periods varying from six months to two years afler 
treatment; forty-nine remained free of pain, sixteen 
remained improved, and in eleven recurrence had taken 
place. The technique adopted is described. The patient 
is fixed in the gynaecological position. A thin needle 
12 cm. long is inserted along the inner side of the sacrum 
to the first or second sacral orifice : care must be taken 
not to damage the rectum. About 150 c.cm. of normal 
saline with 1/4 per cent. novocain is then injected. The 
operation is painless except for the initial puncture of the 
skin. A single injection is often successful, but on the 
average four or five are required. The author has given 
as Many as twenty-four without untoward results. Normal 
saline alone increased the pain. The addition of novocain 
is essential for success. The causative factor of sciatica 
could be determined in only 60 per cent. of cases in spite 
of careful investigation. Of eighty-five cases the aetio- 
logical factor was found to be cold in twenty-four, infec- 
tion in fourteen, bony changes in fourteen, gynaeco- 
logical diseases in eleven, trauma in seven, diabetes in five, 
varicose veins in four, a tumour in one, nephrolithiasis in 
two, prostatitis in one, and flat-foot in two cases. Fenz 
states that presacral infiltration was successful in all cases 
of sciatica although not always to the same degree. Except 
in diabetic cases the underlying cause was not treated, im 
order to achieve a uniform result. 
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PLANNING A HOSPITAL 


SIR HENRY GAUVAIN’S ORATION 


In delivering the Annual Oration to the Medical Society 
of London on May 9, Sir Henry GAvuvaiN, medical 
superintendent of the Lord Mayor Treloar Cripples Hos- 
pital and College at Alton, Hampshire, took as his subject 
his experiences in connexion with the design of the hos- 
pital at Alton, with which task he was entrusted in asso- 
ciation with a selected architect. 


The patients at Alton, said the lecturer, were all crippled 
children, many of them tuberculous, requiring in most 
cases lengthy treatment and simultaneously needing educa- 
tion. It was early decided that the pavilion system should 
be adopted, and that the ward units should be self-con- 
tained and adjacent to each other, with the exception of 
the isolation and observation blocks. This facilitated the 
transport of patients and was much safer for rapid 
evacuation in the unlikely event of fire. In planning an 
open-air hospital one had not only to think of a ward but 
of the general layout and of the accessories indispensable 
for the work. At the Treloar Hospital the wards 
approached very closely to the ideal of the open-air ward ; 
they combined permanent structure and successful archi- 
tectural treatment with maximum convenience and effi- 
ciency, as Well as maximvuin open air and light. The main 
hospital consisted of five ward units, each of sixty beds. 
Experience had shown that with the type of case treated 
one fully trained sister was able to supervise such a unit 
with the assistance of probationer nurses. The Board of 
Education had laid it down that thirty patients might 
be taught by one teacher, and in order to earn most 
economically the educational grant for a hospital school 
the ward unit was divided into two similar parts, each 
half consisting of one large ward of twenty-four beds, one 
small four-bedded ward, and two single-bedded cubicles. 


Five-ward Units at Alton 


A tendency was apparent in modern hospitals, both for 
children and for adults, to abandon the large ward and 
replace it by numerous small wards or single- or double- 
bedded rooms. In children’s hospitals this had the alleged 
advantage of reducing the spread of infection. After 
much consideration he decided against this method at 
Alton, his chief reason being the need for ready and con- 
venient supervision by a responsible person, which was so 
urgently necessary in the care of crippled children. To 
adopt the system of separate wards or cubicles would be 
inadvisable, not only on the ground of capital expense 
and maintenance but also on that of staffing, having in 
view the increasing shortage of nurses. 

The five-ward units were erected on a great terrace 
1,000 feet long and 25 feet wide. The terrace was paved 
with artificial stones set in a bitumen surround and im- 
pregnated with carborundum, which last was introduced 
to secure a non-slip surface. Green was selected as 
the colour, to be restful to the eyes and avoid glare. In 
the centre of each ward unit was the sister's office, and 
the patients in each of the large wards were under her 
immediate eye, and she could also see what was going on 
in the small wards and cubicles. The ward walls to a 
height of four feet were of terrazo, with all angles 
rounded, while the centre flooring was teak. Heating was 
by panels in the terrazo surround, and in addition each 
ward was provided with an open fireplace, the psycho- 
logical effect of a fire being very marked, especially on 
dull and dreary winter days. The whole of the south 
side of the wards being open, beds were pushed out with 
the minimum of labour, and, if rain or snow fell while 
the children were out, the sliding terrace roof of wired 
Vita glass was lowered and instantly afforded the desired 
protection, 
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The Treatment Centre 


Sir Henry Gauvain went on to give some account of 
the design of the observation block and isolation hospital, 
and then described what he called the heart of the institu- 
tion—namely, the treatment centre. This was placed in 
a central position in relation to the ward blocks. There 
was a well-proportioned waiting hall trom which direct 
access was obtained to the various depariments—namely, 
operating theatre, x-ray room, plaster room, massage and 
exercise room, and dispensary. Special attention had been 
given to the planning of the operating theatre with all its 
adjuncts. The walls of the theatre were finished in pale 
green vitrolite and the floor was of terrazo tiles, polished 
after fixing. The operating theatre and anaesthetic room 
were ventilated by an air-conditioning plant on the roof. 
Great care had been taken with the electrical arrangements 
in the theatre area to prevent risk of fire or explosion. 
All plugs were interlocking and the switches were of the 
enclosed mercury sparkless pattern. An automatic second- 
ary lighting system had been installed. The sterilizing 
equipment was of the most modern “ recessed” type. 

The patient left the theatre by a separate exit, and, if 
the operation had been a major one, was transported to 
the adjoining recovery ward, comprising six roomy cubicles 
so planned that observation was easy. The massage and 
remedial exercise room, with walnut-panelled walls con- 
taining heating panels, had a rubber paving to give good 
foothold for patients when taking walking and other 
exercises. The department opened on to a lawn where 
remedial exercises might be undertaken in the open air 
under favourable weather conditions. A bathing pool for 
remedial exercises was adjacent. It was cruciform in 
shape, thus permitting attendants to deal with patients 
without themselves getting into the water. The plaster 
room, specially designed for its work, had a buff tled 
floor, tiled dado, and painted plaster above. It was fitted 
with all necessary sinks and appliances, including gallows 
for plaster spinal jackets and casts, special stands for hip 
and knee plasters, and so forth. The dental room had 
a rubber floor and vitrolite wall linings. The x-ray 
room, studio, dark room, and fireproof film store were in 
a suite entered from the waiting hall. This department 
was entirely shock-proof and all wires within reach of the 
patient had been eliminated. A special type of radio- 
graphic table had been installed, fitted with two entirely 
shock-proof tube holders. 


The Light Department 


There remained the light department, which purposely 
he had not erected near the treatment centre. A number 
of the patients having light treatment were ambulant, and 
anyhow he felt that the treatment centre would be incom- 
moded by the constant stream of patients, some fifty or 
more a day, receiving light and allied treatments. Owing 
to the fall in levels one half of the hospital was two- 
storied ; accordingly he had made the central portion of 
the lower floor into a covered winter playground, pro- 
vided with radium heat and ultra-violet light, but quite 
open on its southern aspect. Behind this was the exten- 
sive light department, with sister's office and examination 
room. 

“I hope I have not wearied you,” said Sir Henry 
Gauvain in conclusion, “ with this description of the hos- 
pital of my dreams, now completed and functioning satis- 
factorily for our needs. Doubtless in many ways it could 
be improved upon, but I am truly able to say I am very 
content. If I may express a final thought on the most 
urgent need of modern hospitals it is the lack of properly 
designed and protected balcony accommodation. Really 
to appreciate that need one should be a patient as well as 
a doctor. The advantage of getting into the open air, 
away from the sounds, sights, and smells of the sick- 
room, must be experienced to be understood, and in my 
opinion this is a factor insufficiently recognized in 
practice,” 
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ANTERIOR HYPOPHYSIS IN) DIABETES 
MELLITUS 


At a meeting of the Section of Therapeutics and Pharma- 
cology of the Royal Society of Medicine on May 10, Dr. 
fF. G. YOUNG gave details of some experimental work on 
the relationship of the anterior hypophysis to diabetes 
mellitus. 

Dr. Young said he thought his audience would agree 
that the theories as to the cause of diabetes were less 
complete and satisfactory to-day than they were seven or 
eight years ago. There then seemed to be no serious 
doubt that the cause in the majority of cases of diabetes 
mellitus was a deficient secretion of the islets of Langer- 
hans. There was some indication that the pituitary gland 
might sometimes be involved in the aetiology of diabetes, 
but it was generally agreed that the posterior rather than 
the anterior lobe of the gland was to be considered as 
responsible. Houssay’s researches had undoubtedly pro- 
vided the main stimulus for the vast amount of research 
which had taken place on the subject during the last few 
years. Houssay and a number of other investigators had 
almost simultaneously observed that the daily administra- 
tion to intact normal animals of extracts of the anterior 
pituitary lobe might result in the appearance of symptoms 
of diabetes which, however, disappeared within a few days 
of the cessation of daily injections. This and other work 
suggested that hyperfunction of the anterior pituitary lobe 
as well as hypofunction of the pancreatic islets might be a 
cause of the symptoms of diabetes mellitus. In regard 
to the words “ diabetes ~ and “ diabetogenic,” Dr. Young 
explained that he meant by the former a condition in 
which hyperglycaemia, glycosuria, ketonuria, polydipsia, 
and polyuria were exhibited, and the agent which pro- 
voked their appearance he described as “ diabetogenic.” 
The use of the term “diabetes mellitus ~ he restricted to 
diabetes in human beings. The majority of the investi- 
gations of which he gave details were concerned with the 
artificial production of diabetes in animals, and in this 
connexion Dr. Young said that there was no proof that 
the results of the researches would throw light directly 
on the aetiology of human diabetes mellitus, though it 
seemed probable that they might ultimately do so. 


Diabetogenic Extract of the Anterior Pituitary 


He had found that dogs were by far the most satis- 
factory animals for demonstration of the diabetogenic 
activity of anterior pituitary extracts in intact animals. 
Cats and rabbits exhibited less striking and consistent 
results, while rats and mice were comparatively insensitive. 
Extracts with diabetogenic activity were only slowly 
effective, and it was only after two or three daily injec- 
tions that hyperglycaemia and glycosuria appeared. If 
a dog was given a daily intraperitoneal injection of a 
suitable amount of a crude saline extract of fresh anterior 
pituitary gland there was usually no obvious result until 
the third or fourth day, when hyperglycaemia was 
exhibited, the volume of urine increased, and sugar and 
ketone appeared in the urine. If the daily administration 
of the same amount of extract was continued for seven 
to ten days, the glycosuria and ketonuria—rarely the 
polyuria—snbsided and finally disappeared. If the amount 
of extract injected daily was then suitably increased, 
hyperglycaemia, glycosuria, and ketonuria reappeared, 
only to disappear again with continued daily administra- 
tion of the diabetogenic extract. The discovery of this 


phenomenon suggested that if the amount of extract 





injected was increased suitably at intervals of three days 
the animal should remain constantly diabetic. This 
proved to be so. An important question then arose. If 
the amount of extract injected daily were increased to a 
very high level would the dog become completely 
resistant to the diabetogenic action of the extract? Or 
would the animal lose its power of becoming resistant? 
The latter proved to be the answer. All except one of 
the animals investigated had been found to be incapable 
of resisting the diabetogenic action of a daily dose of 
crude extract equivalent to 25 grammes of fresh tissue. 
Moreover, in these animals when the daily injections 
ceased the diabetic condition continued and had 
apparently become permanent. Thus treatment with the 
anterior pituitary eXtract appeared to provide a means 
of producing a permanently diabetic condition without 
recourse to surgical interference with the pancreas. To 
date, of six dogs treated with suitably large doses of 
extract only one had failed to become permanently 
diabetic. The remaining five had shown no sign of 
recovery from the diabetic condition, but their behaviour 
had differed in a number of respects from that of 
depancreatized dogs. 

In explaining the diflerences between the behaviour of 
the permanently diabetic dogs and the depancreatized dogs, 
Dr. Young said the diabetic condition of the former was 
due to a deficiency of insulin, but the islets could still 
secrete an amount of insulin which, if suitably adminis- 
tered to a completely depancreatized dog, would be sufli- 
cient to maintain life. In the depancreatized dog the 
diabetic condition was due to a deficiency of insulin which 
would lead to fatal inanition owing to the absence of 
pancreatic enzymes. The subnormal digestive powers of 
the depancreatized dog would not permit of the ingestion 
of sufficient non-carbohydrate food to cover the urinary 
loss of carbohydrates, but the- diabetic dogs on which the 
experiments had been carried out were able to obtain 
sufficient calories by the ingestion of large amounts of 
non-carbohydrate food. 


The Glycotropic Factor 


In an attempt to purify the pituitary substance respon- 
sible for the effects obtained by Cope and Marks, Dr. 
Young found that the active principle was present in pre- 
parations of the so-called lactogenic hormone—prolactin 
—though later investigations showed that the active sub- 
stance was not identical with prolactin nor with the 
gonadotropic or thyrotropic hormones. There followed 
details of the investigations carried out with preparations 
of the glycotropic tactor which were rich in prolactin 
but almost free from the thyrotropic and gonadotropic 
hormones. It was found that if two suitable injections 
of glycotropic factor were given, one sixteen hours after 
the other, to a fasting intact rabbit, the hypoglycaemic 
action of 2 units of crystalline insulin, administered intra- 
venously five hours after the last pituitary injection, was 
entirely abolished. Similar but less striking results could 
be demonstrated when the glycotropic factor was adminis- 
tered to hypophysectomized rabbits. The hyperglycaemic 
response to subcutaneously or intravenously administered 
adrenaline might be greatly increased under these con- 
ditions. All the responses could be demonstrated in 
rabbits in which the blood sugar level had not been 
significantly affected by the anterior pituitary injections 
alone. As a result of the findings of De Wesselow and 
Griffiths (Lancet, 1936, 1, 991) it seemed possible that 
the plasma of a particular type of diabetic patient might 
contain an abnormal amount of glycotropic factor, which 
suggested that in some instances at least clinical diabetes 
might be of pituitary origin. If in some cases human 
diabetes was associated with excessive production of the 
pituitary glycotropic substance, the results of the adminis- 
tration to such cases of an antiserum to the glycotropic 
factor would be of interest. By the prolonged daily 
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administration to monkeys and rabbits of preparations of 
prolactin rich in glycotropic substance but containing no 
detectable thyrotropic or gonadotropic hormones it was 
possible to produce an antiserum highly active in 
neutralizing the action of prolactin in the pigeon crop- 
gland, but this serum exhibited no consistent antiglyco- 
tropic activity. The experiments did not prove that the 
glycotropic substance was incapable of evoking an anti- 
serum, and further investigation of the point seemed 
desirable, if only because such an antiserum might have 
some clinical value as well as physiological interest. 

There was as yet no evidence that islet tissue tormed 
under the influence of anterior pituitary extracts was 
capable of secreting insulin. If, however, one response 
of the dog’s pancreas to diabetogenic extracts was a rela- 
tively slow functional proliferation of the islet tissue, then 
the ability of a dog to become resistant to the diabetogenic 
action of a small daily dose of extract would be explained. 
It was clear that should it prove possible to prepare a 
“pancreotropic substance” free from other undesirable 
anterior pituitary factors, the investigation of the clinical 
uses Of such a preparation might yield results of great 
interest. 


Pancreatic and Pituitary Factors 


Further investigations were necessary before any definite 
conclusion could be drawn concerning the identity of 
what might be called the diabetogenic complex of the 
anterior pituitary gland. Dr. Young added that it was 
possible that in the normal animal the finely adjusted 
balance maintained between sugar production in the liver 
and sugar utilization in the extrahepatic tissues was con- 
trolled by the balanced antagonistic actions of insulin 
and the anterior lobe diabetogenic factor, both acting 
peripherally on the muscles as well as on the central 
production of sugar in the liver. The case of the heart- 
beat might be analogous. The heart had the intrinsic 
property of beating rhythmically, although the actual rate 
and type of beat were adjusted by the mutually antagonistic 
action of the sympathetic and parasympathetic nerve 
supplies. Similarly, inherent processes of manufacture of 
sugar in the liver and utilization in the peripheral tissues 
probably existed, these processes being intrinsic properties 
of the relevant tissues. The precise mutual adjustment 
of the rates of these two processes might be mediated by 
the endocrine system, the antagonistic actions of insulin 
and the pituitary factors playing an important part in 
this adjustment. If that were so, then freedom from 
diabetes was the result of a precise regulation of the 
relative effectiveness of the pancreatic and pituitary 
factors. If for any reason the regulation was faulty so 
that pituitary effects predominated, then diabetes might 
result. 

Whether the permanently diabetic condition resulting 
in dogs from anterior lobe treatment was a secondary 
phenomenon arising from islet lesions produced by the 
temporary diabetes, or Whether it was of primary signifi- 
cance and induced by a mechanism independent of that 
causing the temporary phase of the diabetic condition, 
could not be decided at present. The first possibility was 
perhaps the more probable, and if it was correct then it 
might be found clinically that a short period of diabetes 
mellitus due to overaction of the pituitary gland might 
persist after the action of the hypophysis had returned 
to its normal level, the persistence being due to pancreatic 
islet lesions. 

It was clear that knowledge of the part played by the 
hypophysis in the aetiology of diabetes was still very 
elementary. The large number of published papers on 
the subject, often mutually contradictory, could be a 
source of embarrassment rather than an aid to future 
development. Perhaps few would disagree with the state- 
ment of Claude Bernard: “It is that of which we are 
aware which is a great hindrance to our learning that 
which is yet unknown to us.” 
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PSYCHOLOGICAL FACTORS IN ORGANIC 
DISEASE 


At a meeting of the Medical Society of Individual 
Psychology on May 12, with Dr. H. C. Squires in the 
chair, a paper was read by Dr. A. T. MacsetH WILSON 
on psychological factors in organic disease. 

Drawing attention to the importance of nomenclature, 
Dr. Wilson defined organic disease not as a type but as 
a secondary stage of disease—a stage in which acute or 
chronic functional disturbances, by either their severity 
or their chronicity, had produced anatomical changes. 
Psychological factors were changes in the life of indi- 
viduals related to their disease, which were most easily 
described in the language of psychology. The bodily 
changes of emotion provided the link between psycho- 
logical and physiological phenomena. Physiological! dis- 
turbances of psychological origin might go on to organic 
disease, which could in its turn produce further psycho- 
logical, and hence further bodily, disturbance. The 
resulting clinical picture was apt to be complicated and 
was perhaps most easily understood by the use of a 
number of basic concepts. 


Biological Tension 


The first of these was what Dr. Broad had called the 
dispositions of organisms driven to satisfy certain needs. 
The second was the idea of “ traces *—the fact that the 
mode in which the drives of the individual were satisfied 
was affected by experience and that some “trace” of a 
past event could influence current behaviour. The pro- 
cess by which the interaction of dispositions and traces 
produced a continuous satisfaction of needs, despite 
changes in the environment, was usually known as 
adaptation. Whenever adaptation became difficult there 
came into existence a state of biological tension, which 
produced both psychological and physiological disturb- 
ances, and the behaviour of the individual took on a 
character known as “ emotional,” which was most likely 
to mean “more primitive.” It apparently occurred as 
inevitably in the body as it did, for example, in the social 
behaviour of an individual who must necessarily make a 
certain journey and would, if it was imperative, suc- 
cessively use a car, a bicycle, walking, and crawling. 

It was sometimes a little difficult to understand the 
results of biological tension. To a large extent—as both 
clinical and experimental work seemed to indicate—the 
physiological disturbances seemed to depend on the indi- 
vidual rather than on the specific nature of the tension 
Or emotional stress which produced it. Similarly, the 
degree or intensity of such physiological disturbances 
varied from one individual to another. Those who 
suffered from chronic tension were more likely, with 
further stress, to suffer disturbances which were more 
severe. 

Body Speech 


A concept of great value was that of the 


“ 


language of 


the body “—the expression of emotion by alteration of 
physiological function. This concept was particularly 
important where adaptation had failed, usually as a 


result of the situation known to psychologists as conflict. 
In this situation some drive of the individual, because it 
conflicted with self-interests or self-respect, was banished 
from conscious expression and inhibited from using such 
body functions as were controlled by the central authority, 
the cerebral cortex. Such drives often continued to seek 
what satisfaction or expression was possible through dis- 
turbances of those visceral functions which were not 
controlled in this way. The situation might also be 
described as one of unrecognized biological tension, an 
important concept of which there was ample experimental 
and clinical corroboration. Asked about certain events, 
an individual might make two contradictory replics—-one 
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in words and one in the language of the body. The 
second might be the correct reply, as in some instances 
of blushing. 

What might be described as the idiom of body speech 
varied from one individual to another. The importance 
of understanding the idiom lay in the light it might throw 
on the origin of conflict—that is, of the need to speak 
in two languages. Although not of immediate therapeutic 
interest, this was important in the prevention of disease, 
since to translate the patient's body speech into words, 
to interpret his physiological symptom, was often of little 
value and might do harm. The aim of treatment in such 
circumstances was to lead patients to make their own 
interpretations. 


Gastric and Cardiac Manifestations 


Previously reported investigations on peptic ulcer had 
shown that 84 per cent. of 205 patients had passed through 
some disturbing event in their lives just before their 
symptoms began. In fifty-two cases. of recurrent ulcer 
crater, in which there existed radiographic evidence of the 
return of a previously healed ulcer, forty-two of the 
patients .had suffered gross disturbances in their lives 
before the recurrence, although they had not necessarily 


noticed the obvious connexion in time between external 
and internal events. To be in a position to convince 
first oneself and then the patient of this connexion 


removed much of the mystery from peptic ulcer and 
made treatment and prevention of recurrences more easy. 
Prevention of ulcer, a disease which caused 4,600 deaths 
in 1936, might be partly accomplished by adequate 
explanation and treatment of the dyspepsia, which so often 
existed for years before an ulcer appeared. 

Work on cardiac pain by Bourne, Scott, and Wittkower 
had shown that there were two available theories of 
recurrent attacks of pain related to ischaemic disease of 
the heart—some change in the local conditions, or a 
vasomotor change, the result of a biological tension which 
might be as unrecognized in recurrent as it was obvious 
in single attacks. The psychological investigation of 
patients lent much weight to the second theory, which had 
the additional advantage of explaining the differences in 
what was called “sensitivity to pain.” These cases of 
ischaemic disease of the heart showed clearly that psycho- 
logical disturbances might arise from organic disease 
and produce secondary physiological disturbances affecting 
the symptomatology of the condition. That patients 
should express, as they often did, a feeling of relief after 
a severe haematemesis seemed to be a related phenomenon 
—a psychological effect of severe physiological disturb- 
ance, strongly resembling the behaviour of the soldier 
with a * blighty.” 





CUTANEOUS AND CONJUNCTIVAL DIPHTHERIA 


A meeting of the Section of Medicine of the Royal 
Academy of Medicine in Ireland was held on April 22, 
with the president, Dr. E. T. FREEMAN, in the chair. 

Dr. H. R. RoGers described eleven cases of cutaneous 
and conjunctival diphtheria seen in the Cork Street Hos- 
pital during the last four months of 1937. Seven of the 
eleven cases also had non-diphtheritic conditions; two 
had concurrent scarlet fever, three erysipelas, and two 
measles. 
junctival diphtheritic lesion the sole infection present. 
Two of the patients died, and in each case the cause of 
death was an associated streptococcal condition. In the 
five cases of cutaneous diphtheria the association of 
impetigo of the face or limbs with a diphtheritic or 
erysipelatous condition led to the swabbing of the skin 
lesions. The conjunctival diphtheria was bilateral in five 
of the six cases of this condition, and six of the seven 
cases showing cutaneous lesions had diphtheria of the 
fauces or nose. These rare forms of diphtheria were not 


PSYCHOLOGICAL FACTORS IN ORGANIC DISEASE 


In two cases only was the cutaneous or con-, 
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associated with much toxaemia, and cardiovascular 
changes of diphtheritic origin were not observed. A\ll the 
cases occurred in children. The diphtheria bacilli isolated 
were either of the gravis or intermediate type. 

In the discussion which followed the president of the 
Academy, Dr. A. R. Parsons, Dr. T. A. BoucHter-Hayes, 
Dr. L. B. Somervitte LarGe, Dr. C. Murpny, Dr. J. C. 
FLoop, and Dr. ALAN THOMPSON took part. Dr. R. A. Q. 
O'Meara then read a paper on the use and abuse of 
sulphanilamide and related substances. A long and inter- 
esting debate followed, those taking part including Dr, 
G. C. Docxray, Dr. C. J. McSweeney, and Dr. V. M. 
SYNGE. 





Local News 





SCOTLAND 
Finance of Scottish Universities 


The Committee of Inquiry appointed by the Secretary 
of State for Scotland in April, 1937, has recommended 
the payment of grants out of the Education (Scotland) 
Fund to the four Scottish universities as follows: Glasgow 
£21,000, Edinburgh £13,000, St. Andrews £5,000, and 
Aberdeen £4,000. These sums have been chiefly deter- 
mined by the amounts necessary to enable the univer- 
sities to balance their budgets for the present year. In the 
case of Glasgow this amounted to £12,000, and of Edin- 
burgh to £4,000. Before the committee was set up it was 
pointed out by the Scottish universities that the number 
of students resorting to them was notably higher in pro- 
portion to the population than was the case in England 
and Wales. Indeed the Scottish universities, made provision 
for over 20 per cent. of the total number of students in 
Great Britain. Edinburgh and Glasgow had been able 
to preserve their solvency only by encroaching upon 
capital or by borrowing. Edinburgh had just managed 
to make ends meet in 1936-7, but a deficit of £4,000 was 
expected on the present year, while Glasgow had been 
under-financed for several years. The total Treasury grant 
annually distributed to the universities of Great Britain 
amounts to £2,025,600, and on the standard formula of 
receiving 11 /80ths of what accrues to England and Wales 
the Scottish universities would be entitled to about 
220,000, while in point of fact the Scottish universities 
are getting £346,750. In England contributions amount- 
ing to 8.7 per cent. of the income of the universities are 
payable by local authorities direct to the universities in 
their areas, but in Scoiland the income derived from 
local sources amounts to only 4.2 per cent. of their 
income. The Scottish universities, it is pointed out by the 
committee, are well off in the matter of bursary and 
scholarship endowments administered by the universities, 
which have a revenue of nearly £70,000 a year, in addition 
to trust funds controlled by non-university bodies. The 
committee's report is published by H.M. Stationery Office, 
120, George Street, Edinburgh, price 6d. 


A Nutrition Inquiry 


The inquiry into the connexion between economic and 
social factors and physical welfare, conducted under the 
direction of Sir John Orr of the Rowett Research Insti- 
tute, Aberdeen, to which reference was made in _ these 
columns on March 12 (p. 586), is further described in the 
annual report of the Carnegie United Kingdom Trust. 
The work, which is proceeding, includes an economic 
and dietary survey of 1,000 representative working-class 
families, with a clinical examination of the children of 
the families surveyed ; also a demonstration of the efiect 
on health and physique produced by bringing the diet 
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of some 200 families to a higher level. The staff consists 
of a dietary survey team of nine trained women, a 
clinical team of two qualified medical practitioners with 
two assistants, and four recorders of statistics. The 
report also gives details of the survey of Scottish village 
life completed during the early part of last year, which 
was carried out by questionaries addressed to the head 
teachers of rural schools in some 2.000 Scottish villages. 
It was found that approximately half the villages in 
Scotland did not possess adequate hall accommodation, 
which is considered to be essential to social organization, 
and the Trust will assist some fifty villages to erect halls, 





ENGLAND AND WALES 


National Fitness Council : Medical Committee 


The National Fitness Council for England and Wales 
has set up a Medical Committee with the following terms 
of reference: To take such action as may be found 
desirable in order to enlist the co-operation of the medical 
profession in promoting the policy of the Council ; and 
to consider and report on the medical aspect of the 
Council's work. The membership of the committee as 
at present constituted is as follows: Chairman, Lord 
Dawson of Penn, M.D.: Vice-Chairman, Sir Kaye Le 
Fleming, M.D.:; Dr. Adolphe Abrahams, Dr. Anna B. 
Broman, Dr. George Chesney, Dr. G. E. Frend, Major 
A. H. A. Gem, Dr. J. Alison Glover, Dr. L. Haden 
Guest, M.P., Dr. L. P. Lockhart, Captain J. G. Paterson, 
Dr. J. R. Rees, and Miss P. Spatiord. The first meeting 
of the committee will be held on June 2. The address of 
the National Fitness Council for England and Wales is 


1, Queen Anne's Gate Buildings, Dartmouth Street, 
S.W.1. (Telephone: ‘Whitehall 9060.) 
National College of Physical Training 
The Board of Education and the National Fitness 


Council, after considering a large number of possible 
sites, have chosen one at Merstham in Surrey for the 
National College of Physical Training, which is to be 
erected under the Physical Training and Recreation Act 
for the purpose of training teachers and leaders. It 
consists of 220 acres on the Merstham Manor Estate in 
a very attractive part of the North Downs. Part of the 
site forms an almost level plateau nearly 600 feet above 
sea level, and has very good views of the surrounding 
country. There are several areas of woodland and groups 
of trees, and Alderstead Heath, a public open space, is 
adjacent. The land is protected on all sides, not only by 
natural features but also by town-planning schemes, while 
clese by are areas acquired in connexion with the Green 
Belt. The site comprises three portions: the main portion 
of 130 acres, including the plateau, will probably be used 
for the college buildings and training grounds : a detached 
portion of nearly forty acres is admirably suited for play- 
ing fields, being level and well screened by belts of trees ; 
while adjoining fields of about fifty acres are available so 
meet future needs. The soil is very suitable for grass, and 
there should be little difficulty in providing lawns and 
playing fields on any part of the site. The college, when 
built, will be a national centre for the study and practice 
of physical training in all its aspects and will supply 
teachers of physical training for elementary and secondary 
schools together with organizers and leaders for the new 
filness movement. 


The Cancer Campaign in Yorkshire 
The Earl of Harewood, presiding at the annual meeting 
of the Yorkshire Council of the British Empire Cancer 
Campaign at the Leeds Medical School, announced that 
income now very nearly met expenditure. Professor 


R. D. Passey, head of the cancer research laboratory in 
Institute of 


the Algernon Firth Pathological Leeds 





SCOTLAND 
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University, presented a report with comments on the work 
carried out under his direction. He spoke in par- 
ticular of the influence of prolonged intense sunlight 
on the development of cancer of the skin, and of 
hereditary and human cancer. He said that Waaler in 
Norway and Wassink in Holland had lately examined 
the family histories of patients suffering from cancer, and 
claimed to have shown that in both countries the inci- 
dence of cancer in certain sites in the body, though not 
in all sites, was higher for some families than in the 
population at large. To ascertain if the same was true 
in this country Dr. Joyce Rhodes had begun an investiga- 
tion on similar lines, employing material obtained from 
the General Infirmary at Leeds and the Bradford Cancer 
Committee. The annual report of the work of the 
Yorkshire Council was presented by Sir Harold 
Mackintosh. He said that if the need for the campaign 
was great when the inaugural meeting was held in 1925, it 
was more so to-day. The work of the Propaganda 
Committee had done much in recent years to create a 
more rational and sensible attitude of mind towards cancer. 
Sir Edward Mellanby also addressed the meeting. 


Health Congress at Blackpool 


The annual congress arranged by the Royal Institute of 
Public Health and Hygiene will be held next week at 
Blackpool from Tuesday, May 31, to Saturday, June 4. 
At the inaugural meeting the mayor will offer an official 
welcome to delegates and Lord Cozens-Hardy will give 
his presidential address, followed by a civic reception and 
dance. The work of the congress is divided into five 
sections—{1) State medicine and industrial hygiene ; (2) 
women and children and the public health; (3) tuber- 
culosis ; (4) rheumatism and allied diseases ; (5) nutrition 
and physical training—all of them meeting in the Technical 
College, Palatine Road. The local hospitals, clinics, 
welfare centres, and other social services will be open for 
inspection by members bearing the congress badge, and 
visits have been arranged to Preston, Lytham St. Annes, 
Rossall School, and the Fylde Water Board’s new reser- 
voir. There will also be an exhibition of a film on 
physical fitness as promoted in Lancashire schools and a 
demonstration of physical exercises by members of the 
Lancashire “ Keep Fit” movement. Further particulars 
can be had from the Secretary, Royal Institute of Public 
Health and Hygiene, 28, Portland Place, London, W.1. 





IRELAND 


Radiologists Meet in Belfast 


The fourth annual meeting of the British Association 
of Radiolog:sis was held in Belfast on May 13 and 14, 
the scientific sessions taking place at the Whitla Medical 
Institute by permission of the Ulster Medical Society. At 
the opening session on Friday morning Dr. R. Maitland 
Beath, who was inducted as president by his predecessor 
in office, Professor J. Woodburn Morison, gave an address 
on the history, activities, and aims of the Association, 
This was followed later in the morning by an address from 
the guest of honour, Dr. P. Flemming Moller of Copen- 
hagen, on chronic fluorine poisoning as seen from a 
radiological standpoint. The afternoon was devoted to 
three papers on radiodiagnosis: “A Position for Radio- 
graphy of the Fourth Ventricle” by Dr. T. Garratt 
Hardman, Dublin ; “* Brodie’s Abscess and its Differential 
Diagnosis” by Dr. J. F. Brailsford, Birmingham ; and 
“ Syphilitic Aortitis and Aneurysm of the Aorta” by Dr. 
Peter Kerley, London. On the same day a visit was paid 
to the Royal Victoria Hospital, and members were given 
an Opportunity of inspecting the General Hospital, the 
Royal Maternity Hospital, the Institute of Pathology, and 
the newly opened Musgrave Clinic for paying patients. 
The annual dinner was held in the evening at Thompson's 
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Restaurant, the guests including Sir Robert Johnstone — but his “ dictatorial powers” were simply part of a myth 


(President of the B.M.A.), Dr. Moller, the Vice-Chancellor 
of the University, Mr. C. G. Lowry (Professor of Gynaeco- 
logy, Queen’s University), Mr. Henry Hanna (Chairman 
of Medical Staff, Royal Victoria Hospital), Mr. Howard 
Stevenson (Senior Surgeon, Royal Victoria Hospital), and 
Dr. J. C. Rankin (Physician in charge of Electrical Depart- 
ment, Royal Victoria Hospital). The subject at the Saturday 
morning session was radiotherapy, two papers being pre- 
sented by Dr. S. Cochrane Shanks, London, on “ Four 
Area Methods of X-Ray Treatment of Tinea Tonsurans,” 
and Drs. J. Ralston Paterson and Margaret Tod, Man- 
chester, on “ The Radium Treatment of Angiomata in 
Children.” 


Correspondence 





Nutrition of Denmark During the War 
Sir,—May I correct any misunderstandings which may 
have arisen from Dr. Alfred C. Jordan’s reference to the 
rationing of foodstuffs in Denmark in 1918 (Journal, April 
30, p. 973). Rationing became necessary in this year 


which ought to be exploded. The rationing was forced 
on us by the circumstances then existing, and the director 
responsible for it was Professor H. Mollgaard, who was 
supported by Dr. Hindhede and several other people. 

The directors of this scheme were surprised to find that 
the results of this rationing showed the importance of 
animal nutrition, thus supporting the modern views of 
McCollum, Mellanby, and Orr. The supposed * Spartan 
diet ~ of 1918 has for too long been quoted in support of 
the vegetarian faddism of Hindhede. It is an established 
fact that the Danish people never lived better than in 
1918. when they had genuine home-made—mostly animal 
—food without any imported substitute foodstuffs. It 
was especially the poor people who benefited because of 
the equal distribution of butter and milk (instead of 
margarine and skim milk). It is especially dangerous for 
the nutrition of poor people if this great and important 
experiment with the dietary of three million people is mis- 
quoted and wrongly explained, as it has been for twenty 
years. 

For full comprehension of the accompanying chart, 
which has never before appeared in an English journal, 
it is necessary to remember that the decreased mortality 
is counted from October 1, 1937, to October 1, 1938, the 


P= MORTALTTY 10-4 PER 1,000; Py= INFANT MORTALITY, 6-9 PER 100— OCTOBER 1, 1917, TO OCTOBER 1 1918 
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Nutrition and Mortality in Denmark, 1901 to 1935. 


because margarine—which provides too great a proportion 
(15 to 20 per cent.) of the calories in the Danish dietary— 
could not be imported ; consequently the consumption of 
this substitute foodstuff was reduced almost to zero in the 
autumn of 1917. It became necessary to restrict the 
export of butter, and a weekly ration of 250 grammes was 
allowed for each person. All small children were allowed 
1 litre of whole milk (against Dr. Hindhede’s views) and 
the consumption of meat and fish increased considerably ° 
(this also was against Dr. Hindhede’s views). Free trade 
was possible in meat and fish, but potatoes were scarce, 
bread restricted, and the imports of fruit diminished. To 
make up the loss of calories previously provided by 
margarine it was necessary to eat more milk and meat. 
The only part of the usual conception of this rationing 
which is true is that the bread was whole-rye and whole- 
wheat, because the import of foreign meal was stopped. 
Dr. Hindhede certainly gave advice regarding the bread, 


full mortality of the whole year 1918 rising to 13 per 
thousand because of the influenza epidemic which began 
in Denmark in October, 1918.—I am, etc., 

Copenhagen. JOHANNE CHRISTIANSEN. 


Problems of Thyrotoxicosis 


Sir,—The figurés given in Mr, Peter McEwan’s most 
interesting paper (Journal, May 14, p. 1037) prompt the 
suggestion that the variations in the incidence of thyro- 
toxicosis throughout England and Wales have to a large 
extent a racial basis. 

Mr. McEwan’s map on page 1039 bears an almost 
starting resemblance to those ethnographical maps that 
show stature, the amount of brunetteness, or the like. 
Wales shows a much higher death rate from thyrotoxicosis 
in 1936 than England ; and Cornwall is fourth amongst the 
English counties. Much more striking evidence, however, 
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js provided by an area to the north of London. 
(The Races of Europe, 1899) states on pages 322-3: 

“One detail of our map confirms us in this opinion that a 
primitive dark population in these islands, now mainly of 
Celtic speech, has been overlaid by a lighter one. Notice the 
strongly marked island of brunetteness just north of London. 
Two counties, Hertfordshire and Buckinghamshire, are as dark 
as Wales, and others north of them are nearly as unique. All 
investigation goes to show that this brunette outcrop is a 
reality. It is entirely severed from the main centre of dark 
eyes and hair in the west by an intermediate zone as light 
as Sussex, Essex, or Hampshire. Our stature map on page 
327 makes the people in this vicinity very much shorter than 
those about. This betokens a British lineage... . In a 
later chapter, considering purely social phenomena, we shall 
show that peculiarities in suicide, land tenure, habits of the 
people, and other details of these counties are likewise the 
concomitants of this same relative isolation. The fact is all 
the more striking because the district lies so close to the largest 
city of Europe.” Again on page 521: “ Most remarkable of 
all is the little . . . area, just north of London, comprising the 
counties of Hertfordshire, Bedford, and Huntingdon. This 
district We were at great pains to emphasize in our chapter 
upon the British Isles as a region where the physical charac- 
teristics of the pre-Teutonic invaders of the island were still 
represented in comparative purity.” 

This racial island may be taken to lie within the counties 
of Hertford, Buckingham, Bedford, Northampton, Hun- 
tingdon, and Cambridge. Of these six counties no fewer 
than three appear amongst the six English counties with 
the highest death rate from thyrotoxicosis ; the other three 
all show incidences above the average. If it is a coinci- 
dence it is a most remarkable one that Mr. McEwan’s 
map should so faithfully reproduce the most curious 
feature in the ethnographical maps of this country. 

1 have made one further comparison. Beddoe (The 
Races of Britain, 1885) gives a map showing an “™ index 
of nigressence ~ which was the measure he adopted for 
assessing the brunetteness of the population. Not all the 
counties are shown separately, but adding together Mr. 
McEwan’s figures where necessary, 33 comparisons can 
be made. The correlation coefficient between the index of 
nigressence in 1885 and the death rate from thyrotoxicosis 
in 1936 is, without weighting, no less than 0.42, a value 
that is amply significant with 33 pairs of observations. 

It would be interesting to see whether further observa- 
tions covering other periods and other areas—for example, 
France—confirmed the hypothesis that thyrotoxicosis 
exhibits a racial incidence. It is difficult to think of any 
other hypothesis that would account for the geographical 
variations that have been so clearly displayed by Mr. 
McEwan.—I am, etc., 


Ripley 





J. A. FRASER ROBERTS. 

Burden Mental Research Trust, 

Stoke Park: Colony, Bristol, 
May 19. 

Sir,—Mr. Peter McEwan in his illuminating article on 
thyrotoxicosis in the Journal of May 14 points out that 
ceaths from this disorder are highest in the counties 
of Merioneth, Cardigan, Westmorland, Huntingdon, and 
Caernarvon. There are features in Merioneth and 
Caernarvon which bear on this problem—namely, the 
Migration of the young and strong and the low standard 
of living—both consequent on the depression in the slate 
industry, 

The slate industry is the most important single industry 
in the two counties, but unemployment among the workers 
in the Caernarvon area during the past eight years has 
averaged more than 31 per cent. Further, the average 
wage of those in employment is far lower than that of 
workers in any other extractive industry—namely, 45s. 1d. 
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per week. The next lowest industry is stone quarrying, 
Sis. 3d., while the average for 230 industries in Great 
Britain for the same period was 64s. 6d. This accounts 
for the steady migration of the young and strong which 
is shown in the census returns. Here we find that if the 
proportion of persons between 20 and 24 years of age in 
Great Britain is taken as 100—the proportion in_ the 
Gwyrfai (a quarrying and agricultural district) is only 77, 
whereas the proportion of workers in the 65-69 quin- 
quennium is 150, compared with 100 for the whole of 
Britain. Further, in the pre-war years the average wage 
in the slate industry (and with it the standard of living) 
was appallingly low—24s. Ild. per week compared with a 
bricklayer’s 40s. 7d. 

We therefore have a population chronically under- 
nourished from which the young and strong elements are 
continually being removed, and this seems to me to be the 
cause of the high incidence of thyrotoxicosis—anxiety 
states, deficient vitamin, and relatively low resistance to 
infection remain. It must be realized that these facts 
apply only to the quarrying industry; the standard of 
health in the immediately neighbouring agricultural and 
seaside districts is high. 

1 am indebted for the foregoing figures to Mr. Dylan 
Pritchard, M.A., F.S.S., whose report was prepared for 
the recent inquiry into the incidence of tuberculosis in 
Wales.—I am, etc., 

GriFFITH Evans, 

Caernarvon, May 20. D.M., F.R.C.S. 


Sir,—I should like to thank Mr. Cecil A. Joll for his 
kind reference to my article on this subject (Journal, 
May 21, p. 1125) and for emphasizing his view as to 
the danger of icdine medication in thyrotoxicosis. Mr. 
Joill also refers, in connexion with one of the cases I 
quoted, to “that most controversial problem—thyrotoxi- 
cosis in the absence of an enlarged thyroid gland.” He 
delicately points out that the photographs prove nothing 
as regards the size of the gland, but I had meant those 
to illustrate the point, not to prove it. I considered that 
the clinical facts established the diagnosis in this case. 
The report of the microscopic section, however, was 
“oedema and some areas of fibrosis and degeneration. 
Colloid storage was diminished, and some of the vesicles 
contained finely granular material. Epithelial hyperplasia 
was not present.” My intention was to direct attention 
to this group of difficult cases in which thyrotoxic 
symptoms are present but in which it is difficult to differ- 
entiate the gland from the normal, and I am glad to have 
elicited Mr. Joll’s method of dealing with this very real 
difficulty —I am, ete., 

Bradford, May 23. PeteR McEwan. 


Divinyl Ether Anaesthesia 


Sir,—The letters in the Journal on this subject from 
Dr. E. B. Grogono (May 14, p. 1068) and Dr. John Elam 
(May 21, p. 1127) should prove valuable in bringing this 


serviceable anaesthetic into more general use. Dr. 
Elam’s letter ends with the hope that “some of oul 
expert anaesthetists will carry out further work on 
this . . . valuable agent.” This excellent proposal rather 


suggests that Dr. Elam, and probably many others, are 
unaware of the history of the drug and of the manner 
in which it was introduced into this country. 

It had long been known that divinyl ether possessed 
anaesthetic properties, but difficulties in manufacture and 
stabilization prevented its general use. Messrs. Merck 
and Co. of Rahwey, New Jersey, after prolonged research 
were able to overcome these difficulties and produce an 
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efficient and relatively stable form of divinyl ether which 
they introduced under the name of vinethene, later 
changed to vinesthene. Numerous clinical trials were 
made for them in America, and the exact action of the 
drug was exhaustively experimentally examined by Dr. 
Hans Moliitor, their distinguished pharmacologist. Betore, 
however, allowing any of the preparation to be sold in 
England, Messrs. Merck: asked the Anaesthetics Committee 
of the Medical Research Council and the Royal Society 
of Medicine to conduct a clinical investigation of its 
properties. Dr. Mollitor and Dr. Randolph Major (their 
research chemist) attended a meeting of the committee in 
London and placed all their information at our disposal. 
They also arranged to have forwarded to us adequate 
supplies of the product. 

Sir Francis Shipway, Dr. Langton Hewer, and myselt 
all made careful notes of its action in large numbers of 
cases, and some four or five other anaesthetists also gave 
their assistance with more limited numbers. The results 
of all these observations were then pooled and a paper 
on vinethene was published, on behalf of the Committee, 
by Sir Francis Shipway in both the British Medical 
Jougnal (p. 70) and the Lancet (p. 82) on January 12, 
1935. It will be remembered that a similar procedure 
was employed in the case of both avertin and evipan. 
Since that time Messrs. Merck have appointed Messrs. 
May & Baker as their agents in this country and the 
latter firm now import vinesthene, and I understand partly 
manufacture it at Dagenham, and are the sole agents for 
marketing it here. 

The merits of vinesthene have been so well described in 
the letters mentioned above that I need add nothing. 
However, while on the subject I would like to mention one 
or two points that might lead to disappointment if not 
realized beforehand. Dr. Grogono refers to the price 
(about 3s. per ounce), which makes administration by 
open methods rather costly. This is unfortunate, as I 
have found it far the best method of administration for 
children, for whom it is a particularly suitable agent 
owing to the small amount of mucous secretion.  Al- 
though much more potent than ether it is also far more 
volatile, and so considerable quantities have to be used 
on an open mask. This great volatility causes another 
trouble. Although the bottles in which Messrs. May & 
Baker pack vinesthene are most elaborately stoppered and 
sealed I have sometimes found one nearly or quite 
empty after being stored in a cool cellar for some little 
time. Again, though relatively stable while in the sealed 
bottles (it is packed in an atmosphere of nitrogen), it 
quickly depreciates when once opened and should not be 
used after the lapse of a few hours. 

Vinesthene has a rather unpleasant odour, suggestive of 
garlic, but this odour is extraordinarily evanescent. It dis- 
appears from the air of the operating theatre and from 
the patient’s breath in a remarkably short time. A ward 
sister to some of whose patients I was accustomed to give 
vinesthene on the mornings preceding visiting afternoons 
was loud in its praises. She told me that her ward was 
free from the smell of anaesthetics when her visitors 
arrived, which was far from being the case when 
ordinary ether was used. 

Vinesthene should not be given when there is any sus- 
picion of defective liver function. Further even than this 
Dr. Mollitor does not recommend its use, as the major 
agent, in prolonged operations. As an adjuvant this 
warning would hardly apply. As to potency, it must be 
remembered that vinesthene lies somewhere between ether 
and chloroform and probably rather nearer the latter. So 
the possibility of overdose must not be overlooked. 
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In my view the best method of administration is with a 
gas-and-oxygen apparatus, such as a Boyle's, when it will 
be found that passing the gases over the surface of the 
vinesthene will usually give adequate relaxation without 
bubbling them through the liquid. 

It is most distasteful to me to criticize any opinion of 
such an authority as Dr. Elam, but I feel compelled to 
warn strongly anyone less experienced than he is against 
uSing Vinesthene in a Clover’s inhaler. We all know that 
the surest way of killing a patient with an anaesthetic is 
inadvertently to place chloroform instead of ether into a 
Clover. Vinesthene is nearly as potent as chloroform, 
Verb. sap. The only other instance in which | 
have heard of vinesthene being used in a Clover’s inhaler 
happened by inadvertence while we had the substance 
under test. It proved rapidly fatal—I am, etc., 

C. F. Haprievp, D.A., 


Hon. Sec. Anaesthetics Committee, 
London, W.1, May 23. M.R.C. and 5.M. 


Perforation in Typhoid Fever 


Sixr,—In Sir William Willcox’s account of certain cases 
in the Croydon typhoid epidemic published in the Journal 
of May 21 there occurs one paragraph upon which | 
am surprised that he did not make some comment— 
namely, the paragraph about perforation on page 1086: 
“ Perforation of the ileum occurred in one case. This 
was recognized early, and all liquids by mouth were with- 
held for three days ; recovery followed without operation.” 
As there was only one case of perforation this paragraph 
presumably refers to Case | recorded on page 1090, where 
it is stated that the patient died twenty-five days after 
perforation, apparently from the effects of toxaemia due 
to the B. typhosus and not to any sequel of the perforation. 
In this account the fact of perforation is referred to as 
briefly as if it were a triviality instead of the most dreaded 
and deadly of the complications of typhoid. 

Many years ago in a discussion on perforation in 
typhoid at one of the medical societies of London I was 
somewhat sharply taken to task by the late Sir John 
Bland-Sutton for venturing to suggest that a _ patient 
might recover from perforation without operation, 
because, he said, you cannot be certain that perforation 
has occurred unless you have the evidence of either a 
necropsy or an exploratory laparotomy. Sir John was, 
I now think, right, for, though I have seen two cases in 
which I believed perforation with recovery had taken 
place without operation, | am convinced that I should 
have had great difficulty in proving in a court of law that 
my diagnosis had been absolutely correct. It is quite 
certain that symptoms justifying operative intervention 
may occur and yet an exploratory laparotomy will show 
that perforation has not taken place; there may, indeed, 
be no macroscopical morbid condition whatsoever. 

Further, the paragraph I have quoted above would, | 
think, lead any practitioner who has had no, or little, 
experience of enteric fever to conclude that the best way 
to treat perforation is to withhold all liquids by the mouth 
and trust to nature. Sir William does not deal with 
perforation in his paragraphs on treatment. One asks 
why, if perforation was diagnosed early in this case, re- 
course was not had to operation. The only contra- 
indication to operation is a moribund state of the patient, 
and if this patient was the one referred to in Case 1, 
possibly that was the reason. Perforation of an 
abdominal viscus in typhoid, if not operated upon, is 
almost invariably fatal.—I am, etc., 

E. W. GOoDALL. 


Hemingford Abbots, Hunts, May 22. 
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The New Divorce Law 


Sin,—This law, enacted to relieve the hardship and 
cruelly unintentionally inflicted upon an innocent family, 
must be in the public interest, and in view of the state- 
ment made by Mr. Justice Humphreys, as President of the 
Medico-Legal Society, on April 28 (and reported in the 
Journal of May 7), | hope I may approach you further. 
The occasion was of a very full and instructive paper read 
by Mr. William Latey, dealing with the question of 
incurability of insanity as a ground for divorce under 
Sec. 2 (d). The judge stated that this question will not 
be left to the medical witness to decide, but that the judge 
himself would, as in every other case, come to his con- 
clusion of fact upon the evidence. A remark was recently 
made to me by a High Court Judge that he himself was 
much perturbed as to the meaning of incurability: “ How 
could I be satisfied that a case was incurable?” The 
paper referred to helped to clear the issue, and it is hoped 
will soon be published. 

As a consequence of the Act the hardship and pitiless 
neglect inflicted upon a family of young children 
dependent on a parent suffering from incurable insanity 
will be mitigated in spite of some moral prejudices pre- 
sented, and it may be helpful to state that there are many 
safeguards against the improper detention of a patient 
certified to be insane which imply that any patient detained 
for over five years is probably incurably insane. 

The Act states that a petition for divorce may be pre- 
sented to the High Court by the husband or wife on the 
ground that the respondent is incurably of unsound mind 
and has been continuously under care and treatment for 
a period of at least five years previously and preceding the 
presentation of the petition. 


It would appear to be impossible to detain a recovered 
case after the period fixed by the Act—namely, five years— 
and only those who were deemed incurable would remain, and 
for the following reasons. (1) It is required by law for the 
protection of the patient that within one day of the reception 
of a patient under care a copy of all the admission papers 
(certificates, orders, etc.) must be forwarded to the Board of 
Control (Lunacy Commissioners), (2) The patient must be 
examined fully both physically and mentally by the doctor 
within seven days of admission, and the result as a statement 
to this effect must by law be sent to the Board of Control, 
who may make further inquiries and demand a further report, 
if they think fit. (3) Before one month has expired after 
admission another medical statement, justifying detention, 
must be made and sent to the Board of Control. (4) Before 
the expiration of a year, if the patient is still detained, another 
medical statement must be made and sent to the Board of 
Control, and (5) yet others at the expiration of the second, 
fourth. and seventh years, and after that (6) a further report 
must be made every five years. These reports are to the effect 
that the patient is still of unsound mind and a proper person to 
be kept under care and treatment. As additional safeguards one 
or two members of the Board of Control visit all public mental 
hospitals once every calendar year, and a private interview is 
granted to any patient desiring one when any complaint 
regarding detention or treatment can be made. The private 
licensed houses in the London area are visited officially six 
times a year, and two visits are made by them to private 
asylums outside this area, as well as four visits by local 
Justices of the Peace. In addition, a patient, if well enough, 
may be granted leave of absence for a period of forty-cight 
hours. All “voluntary ~ patients may leave at any time on 
giving three days’ notice. Further, all letters written by 
patients to the petitioner, the Board of Control, and to others 
(specified) must be forwarded unopened. It thus appears there 
is a great unlikelihood of any sane patient being detained 
improperly, and | quote these facts as a reassurance to show 


that no certified person—unless demented and incurable—is 
likely to be detained in an asylum. 

Recovery after five years is not impossible, though 
unlikely and improbable. In 1,000 cases I have known 
improvement sufficiently definite for the patient to be dis- 
charged in only four cases after twenty years’ detention, 
but there is always the possibility of a relapse. My 
personal experience is that less than 5 per cent. of all 
cases of insanity recovered after they had been detained 
over five years. The late Sir George Savage, a leading 
authority on mental diseases, supported me, and held that 
even after an acute and short attack of insanity, although 
recovery had taken place, a permanent scar was left on 
the brain. There has been much uncertainty on the part 
of medical officers in charge of insane patients (1) 
whether they should be compelled to give the information 
about incurability of a husband or wife. A medical officer 
has no desire to obstruct the Act and render the law of 
the land ineffective and inoperative. If he refuses the 
information, does he stultify the law and render himself 
liable to punishment? Also, can the Court demand the 
information? The number of cases where a petition is 
being sought for is likely to be a serious one, running 
already into four figures, but I have been informed there 
is much hesitation and demur. (2) Is the doctor giving 
the information protected if he describes a patient as 
incurable and this patient should subsequently be cured? 
(3) If the doctor in charge declines to give the informa- 
tion and an outside specialist is brought in, will the local 
authority defray the expenses in the case of a rate-aided 
patient? (4) Will the local authority in the case of 
patients from a public institution defray the costs of an 
action at law arising out of the proceedings? (5) Is it 
a betrayal of professional secrecy to certify “ incura- 
bility"? Several of these points have been considered 
by the British Medical Association and also by a com- 
mittee of the Royal Medico-Psychological Association, 
but other points must necessarily arise, and it will be a 
satisfaction if help can be given to those desirous of 
doing their duty under the new Divorce Act to individual 
patients, and to their friends and to the State. Already 
complaints are being made and requests urged for an 
amendment in Parliament to omit this clause in the Act 
as to incurability.—I am, etc., 


London, W.8, May 21. RoBpert ARMSTRONG-JONES. 


Pneumonia ; Subphrenic Abscess ; Duodenal 
Fistula 


Sir,—In the most interesting case described by Sir 
Arthur Hall, Mr. Graham S. Simpson, and Dr. J. L. A. 
Grout in the Journal of May 14 (p. 1043) it is difficult 
to imagine the pus from an empyema going through the 
diaphragm to form a subphrenic abscess, and then this 
abscess bursting into the duodenum. Is not the reverse 
direction more likely? I have seen cases in which the 
duodenum has been perforated, without vomiting or 
previous symptoms of duodenal ulcer, causing hepatic 
friction between the liver and the diaphragm, which is 
mistaken for pleurisy. Following this a subdiaphragmatic 
abscess develops, which gives rise to dullness at the right 
base due to collapse of the lung by pressure, and this ts 
thought to be pneumonia by the medical attendant, but 
on percussion in front of the chest, instead of liver dull- 
ness there is a tympanitic area over which a bell note 
can be obtained with coins, owing to the abscess con- 
taining gas. Such an abscess, if allowed to persist, does 
often perforate the diaphragm and cause empyema, 
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and may also eat into the lung, so that foul pus may be 
coughed up. Most of the cases of subdiaphragmatic 
abscess that I have seen have been referred to me as cases 
of pneumonia.—lI am, etc., 


Hove, May 18. WaLtTerR Broappent, M.D., F.R.C.P. 


Psoriasis 


Sir,—I have read with interest the paper on psoriasis 
by Dr. J. T. Ingram in the Journal of April 23 (p. 881). 
Dr. Ingram gives the impression that a hot sunny climate 
is an infallible treatment for psoriasis. He states that 
“if the patient can be transferred to a hot and sunny 
climate the psoriasis spontaneously disappears.” Again, 
that “it is well Known that in a very warm and sunny 
climate the psoriasis will disappear and will not reappear 
so long as the patient remains in that climate. It is 
obviously fatuous, therefore, to suggest that treatment is 
useless.” Finally, he says that ultra-violet light therapy 
“is undoubtedly the next best thing to being able to live 
in those climates where psoriasis does not exist.” 

The Northern Sudan fulfils all requirements as to a very 
warm and sunny climate. During my service therein my 
work has brought me very little into contact with white 
patients, and | can form no impression as to the pre- 
valence of psoriasis among the white population. I have, 
however, in the last six years in the Sudan met with two 
white subjects of psoriasis. 

A man who has been over ten years in the Sudan. To my 
knowledge he has rarely been free from typical psoriatic 
patches for the last six years. Before coming to live in the 
Sudan the only manifestation of the state which he had 
noticed was an affection of the nails, which now show charac- 
teristic pitting. A diagnosis of psoriasis had not been made. 

A man whom I was asked to see in consultation. He was 
suffering from what at first sight appeared to be a generalized 
seborrhoeic dermatitis. The presence of characteristic demar- 
cated lesions in the scalp and over the knees and antero- 
lateral aspect of one leg made a diagfosis of psoriasis clear. 
He had been resident in the Sudan for at least nine months. 

About nine years ago in England I came across a case of 
long-standing psoriasis in a middle-aged woman who had 
lived for many years in Cape Town. The disease had first 
appeared there. Her condition failed to improve with ultra- 
violet light treatment. 

Psoriasis is certainly not non-existent among natives of 
warm and sunny climates. In 1931 I saw Dr. P. H. 
Manson-Bahr demonstrate a case in a Lascar sailor. It 
is my impression that psoriasis is not uncommon in 
natives of the Sudan. During some three years in which 
I was seeing out-patients at the Khartum Civil Hospital 
I was able to show a number of typical cases to students 
of the Kitchener School of Medicine. Some of these 
cases, submitted to biopsy, presented a consistent histo- 
logical picture. During the current year I have seen 
two cases of the condition in the White Nile Province. 
Both cases had been diagnosed by a Sudanese medical 
officer of the Sudan Medical Service. It is my experience 
that graduates of the Kitchener School of Medicine are 
familiar with, and have little difficulty in recognizing, 
psoriasis.—I am, etc., 


El Dueim, Sudan, May 13. HENRY RICHARDS. 


Sir,—In the article on “Some Problems in Psoriasis ” 
by Dr. John T. Ingram in the Journal of April 23 two 
rather dogmatic assertions seem to me, as a general prac- 
titioner who has been troubled with this scourge since 
puberty, to require a little modification. The first is: 
“ We all know that if the patient can be transferred to a 
hot and sunny climate the psoriasis spontaneously dis- 
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appears.” This may be true in the majority of cases, but 
in my own, after nearly four years in India and Mesopo. 
tamia, where heat and sun hold sway undisputed, I found 
the complaint to be not one whit better at the end of this 
period, and met other patients in like state. I surmise, 
therefore, that the prognosis, if a wealthy person could 
afford to take such a lengthy “cure,” would be far from 
good, and personally my opinion would be decidedly 
guarded. 

Another point which makes me doubtful whether we as 
yet know much of the aetiology of the complaint under 
review is afforded by the statement, “Pregnancy and 
nervous shock are other common causes of acute outbreaks 
of psoriasis.” This may be so, but it hardly helps one to 
understand the following case which was under my care, 
A young woman who had been affected with the scourge 
from the age of puberty up to her marriage about ten 
years later found to her great joy that on conceiving and 
bearing a child the mysterious malady disappeared com- 
pletely within a fortnight after labour, and even now, after 
ten years have elapsed, she is completely clear. When we 
find a disease so protean that the same shock can either 
cause or inhibit its appearance, then it would seem that our 
knowledge of its cause is negative and the cure is an act of 
God. 

1 read the article not in any cynical spirit, for I 
enjoyed and was helped by it considerably. The two 
points | have raised may call for an explanation, but a 
satisfactory one I am at a loss to give.—I am, etc., 


Woodley, Cheshire, May 17. J. G. BENNETT. 


Sterilization of Syringes 


Sir,—lIn the Journal ot May 14 (p. 1070) Dr. J. Sandison 
Crabbe describes the method of sterilizing hypodermic 
syringes with olive oil heated till a crumb of bread in it 
turns brown, and mentions that he has used it for over 
thirty years. It may be of interest to note that this method 
was in use at the Pasteur Institute in Paris as long ago as 
1890. In the early spring of that year I attended Dr. 
Roux’s course of practical bacteriology and’ saw this 
method used for sterilizing the syringes which were 
employed in the treatment, introduced by Pasteur, of those 
who had been bitten by animals suffering from rabies.— 
I am, ete., 


Manchester, May 23. Georce R. Murray. 


Sir,—May I suggest that pure carbolic acid may be 
very usefully employed in quickly and satisfactorily steri- 
lizing hypodermic syringes. The needle is immersed in 
the carbolic and the fluid is drawn up into the barrel, 
thereby sterilizing the interior of the syringe as well. 
After about a minute’s immersion the carbolic is removed 
by boiled sterile water, and the syringe is ready for use. 
The carbolic acid can be easily carried in the practitioner's 
bag if stored in a well-stoppered bottle enclosed in a 
wooden case. In addition a small measuring glass, into 
which the antiseptic is poured for the purpose of the 
immersion, may be added to the equipment. The same 
method can be applied to the sterilization of forceps, 
scissors, etc., in the treatment of minor injuries which 
come to the surgery. One or two fairly wide-mouthed 
glass jars are kept ready filled with liquid carbolic acid, 
into which the essential parts of the instruments (those 
which touch the wound) may be immersed. They are 
quickly sterilized, and are then removed into the anti- 
septic lotion which is used for washing and cleansing the 
wound. A couple of sugar-tong forceps act admirably 
as fingers for handling the cotton-wool and dressings, 
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a 


and the wound need not be touched by the surgeon's 

hands. I have found that this procedure yields good 
results.—I am, etc., 
Rhyl, May 16. 


Sir,—I have followed with interest the many methods 
of sterilizing hypodermic syringes described in the Journal 
in the past few weeks. May I mention another method 
that does not appear to be generally known. 

| carry in my bag a two-ounce bottle of chloroform. 
Having assembled my Record syringe, I dip the needle 
into the bottle and suck some chloroform into the syringe. 
The syringe is then held point upwards and shaken to 
make sure that the whole of the inner surface has been 
wetted, and the chloroform is then squirted back into 
the bottle. By moving the plunger in and out a few times 
all chloroform is expelled and the syringe is dry and for 
all practical purposes sterile. I have used this simple 
method for some thirty years, and have never had cause 
to regret it. As the whole procedure takes about a minute 
the time saved is considerable. 

The chloroform bottle will be found useful in a variety 
of other ways—for rapidly sterilizing the clinical thermo- 
meter, the business end of an abscess knife, dissecting 
forceps, probe, etc., and for removing the remains of 
rubber adhesive plaster from the skin and grease stains 
from one’s clothes. I may add that a few drops of 
chloroform judiciously applied to one’s outer garments 
will cut short the activities of a flea that has reached 
one’s skin.—I am, etc., 





J. JONES. 


J. SMALLEY, 


Torcross, Devon, May 16. Major I.M.S. (ret.). 


** In our correspondence columns five months ago 
(January 8, p. 92) Dr. Charles Corfield said he thought 
that “ chloroform should be a good solution to keep both 
syringes and needles in,” in the belief that chloroform is 
lethal to “all forms of micro-organisms ~ and to spores. 
Professor L. P. Garrod, who has made a special study 
of the action of antiseptics, wrote in the Journal of 
February 12 (p. 358) that the statement that chloroform 
will kill spores “requires emphatic contradiction.” He 
quoted the observation made by Koch in 1881 that chloro- 
form would not kill anthrax spores in 100 days, and his 
own observation that it kills the spores neither of B. 
subtilis nor of Cl. tetani. In the annotation which gave 
rise to the recent correspondence on the sterilization of 
syringes we drew attention (Journal, April 30, p. 955) to 
a case in which the patient died from gas gangrene after 
an injection into the thigh of luminal. Cl. welchii were 
found in the 70 per cent. alcohol in which the syringe 
was kept. It was pointed out that spores have been found 
in material which had been immersed in spirit for twenty 
years. It seems, therefore, that although many practi- 
tioners have used alcohol for sterilization of syringes 
without any accidents, and although some evidently have 
had the same experience with chloroform, it is quite clear 
that neither of these agents has a destructive effect upon 
spores, and that anyone using them should bear this in 
mind.—Ep., B.M.J. 


Penetrative Power of Infra-red Rays 


Sir,—Advertisements of the Heala ray apparatus claim 
that it produces infra-red rays of wave-lengths between 
600,000 and 1,000,000 A.U., and that these rays penetrate 
the tissues deeply. Now, a number of scientific papers 
have been published which show that the shortest infra-red 
rays (about 10,000 A.U.) and the red rays are the ones 
Which penetrate the skin most deeply, but only about 
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10 per cent. of these penetrate through the cheek, which 
is about 5 mm. thick. In the case of a white man a faint 
red glow may be seen in a mirror in a dark room coming 
through the cheek when a glow lamp is put inside the 
mouth. Di. H. J. Taylor, working in the laboratory of 
the St. John Clinic, found, for the whole skin of a rat 
0.41 mm. thick, absorption was complete for rays beyond 
30,000 A.U. The human body itself is an emitter giving 
out infra-red rays of about 93,000 A.U. Any wave- 
lengths of 600,000 to 1,000,000 A.U. would then be felt 
as cold. The Heala ray apparatus is an emitter of dark 
heat, and scientific evidence shows that heat which passes 
from a dark electric heater through a piece of flesh is 
slowly conducted through from the surface. The rays do 
not penetrate it.—I am, etc., 


St. John Clinic, Ranelagh Road, 
S.W.1, May 23. 


LEONARD HILL. 


Pathogenesis of Bronchiectasis 


Sir,—I was interested to read the paper by Drs. F. P. 
Lee Lander and Maurice Davidson in the Journal of May 
14 (p. 1047). When I was working in the chest service 
of the Barnes Hospital, St. Louis, I was able to make 
similar observations, and noted that not only do the 
ectatic bronchi constrict during expiration, but also that 
they dilate considerably when amyl nitrite is inhaled. 
Professor Evarts A. Graham suggested that amyl nitrite 
might be given to patients who were having broncho- 
grams made for the diagnosis of bronchial neoplasms, 
and we observed that in some of these cases considerable 
dilatation occurred at the tumour site after the inhalation 
of the nitrite, suggesting that there was bronchial spasm. 
When these observations were extended to cases of 
bronchiectasis it was found that in some cases dilatation 
occurred in the ectatic bronchi after inhalation of amyl 
nitrite. As the authors of the recent article point out, 
this does not well agree with the textbook theory of the 
pathogenesis of bronchiectasis.—I am, etc., 


Exeter, May 16. W. F. NicHOLSON. 


Excision of the Patella 


Sir,—In the Journal of February 19 (p. 397) there is a 
reference to an operation performed by Lister sixty years 
ago—" Lister put his faith in the value of the antiseptic 
method to a supreme test.” To Lister it was no test; 
he had opened joints before, the first knee-joint being 
a suppurating one. There the annotation leaves Lister and 
warns “any and every one who calls himself a surgeon ” 
that they may come to grief over any operation involving 
opening of the knee-joint. The dangers referred to are 
intra-articular haemorrhage and infection. This is very 
sound advice to the surgeon of to-day, who operates full 
of hope but not certainty. Why was Lister's antiseptic 
method with drainage, which had survived a “ supreme 
test,” not recommended? We have only to turn back to 
the second volume of the British Medical Journal of 1883 
(p. 855) to read of a number of cases of successful repair 
of the fractured patella reported by Lister. Incidentally, 
only under very exceptional circumstances would Lister 
have excised the bone, however severely damaged. He 
was decidedly averse to sacrificing tissues that could be 
saved. Damaged tissue that is excised to-day can be 
saved by the antiseptic method, and the patella is an 
important protector of the knee-joint. Is it seriously 
suggested that “this cherished bone the patella” is 
superfluous? All sesamoid bones are frotective, and a 
knee-joint without one is left vulnerable to the simplest 
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wound. I thought functional anatomy had made further 
strides than this phrase would suggest. To remove the 
patella when fractured is utterly wrong, as it robs the 
largest joint in the body of protection, and the practice in 
general must be condemned on that account alone.— 
I am, ete., 


Brisbane, April 27. A. C. F. HaALrorp. 


Nasal Sinusitis in Childhood 


Sir,—I was pleased to note that Mr. John F. O'Malley 
(Journal, May 21, p. 1132) has written to inquire regarding 
my methods in the treatment of the allergic type of nasal 
sinusitis, 

First a diagnosis of allergic sinusitis must be made. One 
often comes across the child who has a “wet” nose and is 
liable to catch cold “if the wind blows on him.” He appears 
to have a persistent cold, which is associated usually with a 
watery discharge from the nose. Should infection arise, one 
would, of course, expect the discharge to become mucoid 
or muco-purulent. When the condition has persisted for some 
time the discharge tends to become chronically mucoid or 
muco-purulent. There is often a history of symptoms of vaso- 
motor rhinitis of varying degree, and of other allergic condi- 
tions in the patient or the patient's blood relations. The 
ssmptoms often vary with the weather, and even a change 
from a cold room to a warm room, or vice versa, will bring 
on a “cold.” There may even be a history that the symptoms 
are made worse or produced by definite foods. 

On examination the mucosa is often pale and wet, or even 
boggy, and a tache, similar to that found in the skin in cases 
of urticaria, may be elicited on stroking the nasal mucosa with 
a blunt instrument. On applying a blunt instrument to several 
points on the nasal mucosa watering from the eye on the same 
side may result and the patient may sneeze. In cases in which 
the sinuses are sufficiently developed to transilluminate, they 
may be dullish on transillumination unless the condition has 
progressed to the stage where pus is formed. The x-ray 
report will often be that of “thickened mucous membrane ” 
with possibly some evidence of fluid in the antra. 

A decision must then be made as to whether the allergy 
is endogenous or exogenous, and a search undertaken for any 
septic focus which may be acting as an endogenous allergen ; 
if one is found it should be dealt with. If the allergen is 
exogenous, | endeavour to discover whether it is due to foods 
or to inhalants. I myself perform the tests by the intradermal 
method, as I have found that the scratch test is often useless 
or misleading. I use two group tests: one for the inhalants, 
using mixed extracts of dusts from numerous sources, including 
dust from the patient’s surroundings, feathers, and the 
dandruff group of allergens. For the second group test I use 
extracts of the common foods known to be allergic, which 
include wheat, milk, potatoes, and eggs. One or the other, 
but often both, may be positive, and I have found that almost 
all these children give a positive reaction with the food tests ; 
adults, on the other hand, react more commonly to the 
inhalants. Should one suspect any particular food or inhalant 
(such as the pollens) one would test for that also intradermally. 
Unless there is a definite reaction to a particular allergen 
which can be eliminated, I proceed on the following lines. 


1. The patient is advised to avoid coming in contact with 
feathers, fur, or dust, where possible. He is to sleep in a 
room without any carpets or hangings which will hold the 
dust, and he is to sleep with the window closed. Feather 
pillows, eiderdown, hair, and similar bedding are forbidden, 
and the patient is advised to sleep on flock, kapok, or, 
better still, a rubber pillow and mattress. 

2. A basal diet is prescribed, avoiding salt, wheat and 
wheat products, eggs, milk (unless specially freed from 
lactalbumin), and pork in any form. The patient is kept on 
this diet for two or three weeks, and if the condition 
improves additions are gradually made. 

3. The patient is given large doses of calcium and 
vitamin D, and is also to take dilute hydrochloric acid 


CORRESPONDENCE 


Tue Baitise 
MEDicaL JOURNAL 





shortly after meals. (Bray found that a large proportion 
of these children had a deficiency of hydrochloric acid in 
the gastric juice.) 

4. Drops of ephedrine hydrochloride (1/4 to 1/2 per 
cent.), argyrol (3 to 5 per cent.), and normal saline (q.s.) are 
instilled into the nose two or three times a day, with the 
patient's head in the pendant position, so that the drops 
can reach the ethmoidal region. 


This treatment is tried for a month or two, and if there 
is no improvement I desensitize these cases in the usual 
manner. I have obtained almost as good results from 
non-specific desensitization as from specific desensitization, 
In these cases | often find that adenoids will become 
reduced, but if the symptoms continue and are associated 
with the persistence of apparently infected adenoids and/or 
tonsils | would consider their removal. In one or two 
cases which have appeared to be resistant the sinusitis has 
been finally cleared up by a short course of locally applied 
diathermy. Finally, it must be realized that the treatment 
of these conditions is necessarily slow, and one must not 
expect rapid and dramatic results.—I am, etc., 


Liverpool, May 23. J. BERNSTIEN. 


**Gonococcus Antitoxin” for Gonorrhoea 


Sin,—We have followed with interest the controversy 
which has lately arisen in your columns about the thera- 
peutic value of “ gonococcus antitoxin.” Since its intro- 
duction we have tried the antitoxin on a fair number of 
patients. The first patient selected for trial, and perhaps 
the most interesting, was a young man who had had a 
gonococcal urethritis some years ago, had been treated for 
it, and had forgotten everything about the attack when 
he suddenly suffered from polyarthritis: the symptoms 
were very acute. There was no response whatever to pro- 
longed medical treatment. The patient was at last referred 
to me, and we gave him antitoxin—in doses of 1 c.cm., 
2 c.cm., 3 c.cm., and then 5 c.cm. Within a week the 
temperature dropped, the pain disappeared, and the patient 
began to move his joints freely. This encouraged us to try 
the preparation in other cases, both at Kasr-el-Aini Hospital 
and in private practice, most of them being cases of epi- 
didymo-orchitis and arthritis. In cases of epididymo-orchitis 
the symptoms disappeared and the testes regained their 
normal size in a shorter period than with ordinary treat- 
ment. We then started treating cases of acute gonorrhoea, 
and came to the conclusion that (1) it is not advisable to 
give the patient antitoxin alone and withhold local treat- 
ment and (2) in all the cases under local treatment plus 
antitoxin there were no complications, the symptoms dis- 
appeared earlier, and the patients were cured in a shorter 
time than without the antitoxin, and remained without 
recurrences. 

We never had any accident through using the antitoxin. 
Some patients had slight reactions, such as mild pyrexia, 
itching, local induration and pain at the site of injection, 
joint pains, sore throat, and urticarial rashes, which cleared 
up quickly after the administration of ephedrine tablets. 
It happened that we had to follow the recommendation 
of Dr. Anwyl-Davies in giving doses of 1 c.cm. only. We 
would like to state, however, that the results with the 
1 c.cm. dosage in our hands were not so encouraging as 
they had been with the progressive dosage of 1 c.cm., 
2 c.cm., 3 c.cm., and 5 c.cm. We are therefore inclined 
to attribute some of the failures to the smaller dosage. The 
conclusions drawn from our experience with the antitoxin 
can be summarized: 

1. The gonococcus antitoxin seems so far to be a_ potent 
specific, and will probably hold its position as an important 
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adjuvant treatment in cases of gonorrhoea provided it is 
given in appropriate doses. 

2 More research is needed in standardizing the proper 
doses necessary for treatment in the different stages of 
gonorrhoea. 

3. Local treatment in all stages of gonorrhoea is very 
essential. 

4. The cases which best respond to the antitoxin are those 
with metastatic localizations. 

5. The fact that there are cases which respond very quickly 
to the antitoxin and others which do not points to the need 
for further investigation to settle the contradictory views held 
by different workers. Owing to the well-known fact that there 
are different species of gonococci which, even of old, differed 
in their response to treatment, we believe that there may exist 
a species-specificity to the antitoxin—a hypothesis which points 
to the line of investigation that could possibly be followed 
to settle this problem. 

We intend in the near future to publish details of our 
work, which, we hope, will further tend to prove the points 
stated above.—We are, etc., 

H. Ezzat, 
Director, Venereal Section. 
A. F. RaGas, 

Kasr-el-Aini Hospital Faculty Tutor, Venereal Section. 

of Medicine, Cairo, May 11. 


Treatment of Placenta Praevia 


Sin,—l feel impelled to reply to the letter of Dr. H. 
Gordon Oliver (Journal, May 14, p. 1071) because I dis- 
agree entirely with his method of treating placenta praevia, 
which ts none other than the dangerous and, one had 
hoped, obsolete method of accouchement forcé. The first 
principle in the treatment of placenta praevia is that the 
case should be transferred to a hospital or well-equipped 
nursing home, whether the case requires Caesarean section 
or not. | am sure Dr. Oliver agrees with this, and my 
criticism only concerns his treatment of a case which it 
Was not possible to send to hospital. Under these con- 
ditions the usual procedure is version and pulling down a 
leg. the delivery then being left to nature If possible 
an external version is preferable, but otherwise a bipolar 
version will be necessary. Under domiciliary conditions 
this treatment by “early version and slow delivery ~ gives 
good results, although the use of Willett’s scalp forceps 
provides an even better method. The technique of their 
use is easier than that of version, while the results are as 
good for the mother and a little better for the child. 
I see no reason why the use of Willett’s forceps should 
not be within the repertoire of the practising obstetrician 
who may have to deal with placenta praevia in isolated 
surroundings. 

For lateral placenta praevia rupture of the membranes 
may be all that is required, but the application of Willett’s 
forceps in addition can do no harm and is a sateguard 
where the simpler measure fails to stop the bleeding. The 
risk to the child is a secondary consideration in such a 
serious maternal complication. Many of these children 
die owing to the original separation of the placenta, and 
many of them are premature. Even with Caesarean 
section there will be a foetal mortality of about 25 per 
cent., although isolated series with lower rates have been 
reported. Version gives a 60 to 70 per cent. foetal 
mortality, and Willett’s forceps 10 to 15 per cent. less 
than this. As regards the treatment actually adopted in 


Dr. Oliver's case—namely, manual dilatation and forceps 
delivery—the risks of severe laceration of the lower seg- 
ment are extreme, partly from manual dilatation, ,and 
partly from the application of forceps “ when the cervix 
was sufficiently dilated to allow it.” 


Such practice leads 


to fatal post-partum haemorrhage. It is, in fact, accouche- 
ment forcé, and although it may give a slightly lower 
foetal mortality than version, it will also result in a serious 
increase in the maternal death rate. The method is an old 
one dating back to before the time of Paré. It is re- 
discovered from time to time, but has been proved to be 
most dangerous and should have no place in modern 
obstetrics. At the present time cases of this type of 
placenta praevia, when removal to hospital is out of the 
question, are best treated by version followed by natural 
delivery, or if the instrument is available by the use of 
Willett’s forceps.—I am, etc., 
TREVOR BARNETT, 
Southsea, May 22. M.D., F.R.C.S., M.M.S.A. 


Origin of Cancer 


Sir,—I am much obliged to Dr. W. L. English (May 14, 
p. 1070) for drawing my attention to some points in my 
letter in the Journal of May 7 (p. 1024) which apparently 
require amplification. In the case of the clock weight, 
although the gravitational pull on the weight is almost the 
same all the way down, the capacity for doing work, or 
potential, is greatest when the weight is at the top. I 
am, however, alive to the fact that the analogy between 
the clock and the tumour is not as good as it might be. 
In regard to the suggestion that the “developmental 
energy ~ I mentioned is of the same ilk as vital force or 
force hypermécanique 1 can assure Dr. English that tar 
from being a vitalist I have been all my life a confirmed 
rationalist. In this connexion I suggest that he care- 
fully peruse a discourse delivered by Professor H. Mark 
at the Royal Institution and published in Nature of 
July 3 last on the synthesis of large molecules. Protes- 
sor Mark explains how for the building up of a highly 
complex organic molecule from a simple one a certain 
definite amount of “activation energy ~ is necessary. I 
am now suggesting that possibly the “ activation energy ~ 
which Mark says is necessary for polymerization ts ol 
the same class as the “ growth energy or Bathmism” of 
Cope and other thinkers. Cope in his Primary Factors 
of Organic Evolution (p. 481) states: “ The duration of 





life, or of the functioning organic machine, has a 
definite limit in time. All this means that a certain 
limited quantity of energy is at the disposal of each 
individual organism.”—I am, etc., 
Isle of Man, May 17. E. G. Fenton. 
oe 
The Services 
DEATHS IN THE SERVICES 

Surgeon Captain Sir ARTHUR STANLEY Nance, K.B.E.. C.B., 


R.N. (ret.), died at Donemark. Bantry, Co. Cork, on May 11, 
aged 77. He was born on May 27, 1860. the son of Mr. 
James Nance, F.R.C.S., of Eccleshall, Staffordshire, was 
educated at Trent College and St. Bartholomew's Hospital, 
and took the M.R.C.S, in 1882 and the L.S.A. in 1884. After 
filling the post of house-surgeon at the Metropolitan Free 
Hospital he entered the Navy and became fleet surgeon on 
August 31, 1900, and surgeon captain on June 29, 1917, 
During the war of 1914-18 he was principal medical transport 
officer at the Admiralty and received the C.B. and K.B.E. in 
1919: also the United States Navy Cross. He was a Justice 
of the Peace for Co. Cork. In 1890 he married Janet Besnard, 
daughter of Mr. W. S. Tisdall of Bantry. 


Colonel Greorce Jerome Kectir, Bengal 
(ret.). died at Guildford on May 10, aged 84. He was born at 
Karachi on March 15, 1854. the son of Assistant Surgeon 
James Kellie of the 83rd Foot (Royal Irish Rifles), and was 
educated at King’s College. London. He took the L.R.C.P.bé 
and the M.R.C.S.Eng. in 1876, and the D.P.H. of the ' 
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wound. I thought functional anatomy had made further 
strides than this phrase would suggest. To remove the 
patella when fractured is utterly wrong, as it robs the 
largest joint in the body of protection, and the practice in 
general must be condemned on that account alone.— 
I am, ete., 


Brisbane, April 27. A. C. F. HALForp. 


Nasal Sinusitis in Childhood 


Sir,—I was pleased to note that Mr. John F. O'Malley 
(Journal, May 21, p. 1132) has written to inquire regarding 
my methods in the treatment of the allergic type of nasal 
sinusitis. 

First a diagnosis of allergic sinusitis must be made. One 
often comes across the child who has a “wet” nose and is 
liable to catch cold “if the wind blows on him.” He appears 
to have a persistent cold, which is associated usually with a 
watery discharge from the nose. Should infection arise, one 
would, of course, expect the discharge to become mucoid 
or muco-purulent. When the condition has persisted for some 
time the discharge tends to become chronically mucoid or 
muco-purulent. There is often a history of symptoms of vaso- 
motor rhinitis of varying degree, and of other allergic condi- 
tions in the patient or the patient's blood relations. The 
symptoms often vary with the weather, and even a change 
from a cold room to a warm room, or vice versa, will bring 
ona “cold.” There may even be a history that the symptoms 
are made worse or produced by definite foods. 

On examination the mucosa is often pale and wet, or even 
boggy, and a tache, similar to that found in the skin in cases 
of urticaria, may be elicited on stroking the nasal mucosa with 
a blunt instrument. On applying a blunt instrument to several 
points on the nasal mucosa watering from the eye on the same 
side may result and the patient may sneeze. In cases in which 
the sinuses are sufficiently developed to transilluminate, they 
may be dullish on transillumination unless the condition has 
progressed to the stage where pus is formed. The x-ray 
report will often be that of “thickened mucous membrane ” 
with possibly some evidence of fluid in the antra. 

A decision must then be made as to whether the allergy 
is endogenous or exogenous, and a search undertaken for any 
septic focus which may be acting as an endogenous allergen ; 
if one is found it should be dealt with. If the allergen is 
exogenous, | endeavour to discover whether it is due to foods 
or to inhalants. I myself perform the tests by the intradermal 
method, as | have found that the scratch test is often useless 
or misleading. I use two group tests: one for the inhalants, 
using mixed extracts of dusts from numerous sources, including 
dust from the patient’s surroundings, feathers, and the 
dandruff group of allergens. For the second group test I use 
extracts of the common foods known to be allergic, which 
include wheat, milk, potatoes, and eggs. One or the other, 
but often both, may be positive, and I have found that almost 
all these children give a positive reaction with the food tests ; 
adults, on the other hand, react more commonly to the 
inhalants. Should one suspect any particular food or inhalant 
(such as the pollens) one would test for that also intradermally. 
Unless there is a definite reaction to a particular allergen 
which can be eliminated, I proceed on the following lines. 


1. The patient is advised to avoid coming in contact with 
feathers, fur, or dust, where possible. He is to sleep in a 
room without any carpets or hangings which will hold the 
dust, and he is to sleep with the window closed. Feather 
pillows, eiderdown, hair, and similar bedding are forbidden, 
and the patient is advised to sleep on flock, kapok, or, 
better still, a rubber pillow and mattress. 

2. A basal diet is prescribed, avoiding salt, wheat and 
wheat products, eggs, milk (unless specially freed from 
lactalbumin), and pork in any form. The patient is kept on 
this diet for two or three weeks, and if the condition 
improves additions are gradually made. 

3. The patient is given large doses of calcium and 
vitamin D, and is also to take dilute hydrochloric acid 
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shortly after meals. (Bray found that a large proportion 

of these children had a deficiency of hydrochloric acid in 

the gastric juice.) 

4. Drops of ephedrine hydrochloride (1/4 to 1/2 per 
cent.), argyrol (3 to 5 per cent.), and normal saline (q.s.) are 
instilled into the nose two or three times a day, with the 
patient's head in the pendant position, so that the drops 
can reach the ethmoidal region. 

This treatment is tried for a month or two, and if there 
is no improvement I desensitize these cases in the usual 
manner. I have obtained almost as good results from 
non-specific desensitization as from specific desensitization, 
In these cases I often find that adenoids will become 
reduced, but if the symptoms continue and are associated 
with the persistence of apparently infected adenoids and/or 
tonsils | would consider their removal. In one or two 
cases which have appeared to be resistant the sinusitis has 
been finally cleared up by a short course of locally applied 
diathermy. Finally, it must be realized that the treatment 
of these conditions is necessarily slow, and one must not 
expect rapid and dramatic results.—I am, etc., 


Liverpool, May 23. J. BERNSTIEN. 


**Gonococcus Antitoxin”’? for Gonorrhoea 


Sir,—We have followed with interest the controversy 
which has lately arisen in your columns about the thera- 
peutic value of “ gonococcus antitoxin.” Since its intro- 
duction we have tried the antitoxin on a fair number of 
patients. The first patient selected for trial, and perhaps 
the most interesting, was a young man who had had a 
gonococcal urethritis some years ago, had been treated for 
it, and had forgotten everything about the attack when 
he suddenly suffered from polyarthritis: the symptoms 
were very acute. There was no response whatever to pro- 
longed medical treatment. The patient was at last referred 
to me, and we gave him antitoxin—in doses of 1 c.cm., 
2 c.cm., 3 c.cm., and then 5 c.cm. Within a week the 
temperature dropped, the pain disappeared, and the patient 
began to move his joints freely. This encouraged us to try 
the preparation in other cases, both at Kasr-el-Aini Hospital 
and in private practice, most of them being cases of epi- 
didymo-orchitis and arthritis. In cases of epididymo-orchitis 
the symptoms disappeared and the testes regained their 
normal size in a shorter period than with ordinary treat- 
ment. We then started treating cases of acute gonorrhoea, 
and came to the conclusion that (1) it is not advisable to 
give the patient antitoxin alone and withhold local treat- 
ment and (2) in all the cases under local treatment plus 
antitoxin there were no complications, the symptoms dis- 
appeared earlier, and the patients were cured in a shorter 
time than without the antitoxin, and remained without 
recurrences. 

We never had any accident through using the antitoxin. 
Some patients had slight reactions, such as mild pyrexia, 
itching, local induration and pain at the site of injection, 
joint pains, sore throat, and urticarial rashes, which cleared 
up quickly after the administration of ephedrine tablets. 
It happened that we had to follow the recommendation 
of Dr. Anwyl-Davies in giving doses of 1 c.cm. only. We 
would like to state, however, that the results with the 
1 c.cm. dosage in our hands were not so encouraging as 
they had been with the progressive dosage of | c.cm., 
2 c.cm., 3 c.cm., and 5 c.cm. We are therefore inclined 
to attribute some of the failures to the smaller dosage. The 
conclusions drawn from our experience with the antitoxin 
can be summarized: 

1. The gonococcus antitoxin seems so far to be a_ potent 
specific, and will probably hold its position as an important 
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adjuvant treatment in cases of gonorrhoea provided it is 
given in appropriate doses. 

2 More research is needed in standardizing the proper 
doses necessary for treatment in the different stages of 
gonorrhoea. 

3. Local treatment in all stages of gonorrhoea is very 
essential. 

4. The cases which best respond to the antitoxin are those 
with metastatic localizations. 

5. The fact that there are cases which respond very quickly 
to the antitoxin and others which do not points to the need 
for further investigation to settle the contradictory views held 
by different workers. Owing to the well-known fact that there 
are different species of gonococci which, even of old, differed 
in their response to treatment, we believe that there may exist 
a species-specificity to the antitoxin—a hypothesis which points 
to the line of investigation that could possibly be followed 
to settle this problem. 

We intend in the near future to publish details of our 
work, which, we hope, will further tend to prove the points 
stated above.—We are, etc., 

H. Ezzat, 
Director, Venereal Section. 
A. F. RaGas, 

Kasr-el-Aini Hospital Faculty Tutor, Venereal Section. 

ol Medicine, Cairo, May 11. 


Treatment of Placenta Praevia 


Sirn,—Il feel impelled to reply to the letter of Dr. H. 
Gordon Oliver (Journal, May 14, p. 1071) because | dis- 
agree entirely with his method of treating placenta praevia, 
which ts none other than the dangerous and, one had 
hoped, obsolete method of accouchement forcé. The first 
principle in the treatment of placenta praevia is that the 
case should be transferred to a hospital or well-equipped 
nursing home, whether the case requires Caesarean section 
or not. | am sure Dr. Oliver agrees with this, and my 
criticism only concerns his treatment of a case which it 
was not possible to send to hospital. Under these con- 
ditions the usual procedure is version and pulling down a 
leg. the delivery then being left to nature. If possible 
an external version is preferable, but otherwise a bipolar 
version will be necessary. Under domiciliary conditions 
this treatment by “early version and slow delivery ~ gives 
good results, although the use of Willett’s scalp forceps 
provides an even better method. The technique of their 
use is easier than that of version, while the results are as 
good for the mother and a little better for the child. 
I see no reason why the use of Willett’s forceps should 
not be within the repertoire of the practising obstetrician 
who may have to deal with placenta praevia in isolated 
surroundings. 

For lateral placenta praevia rupture of the membranes 
may be all that is required, but the application of Willett’s 
forceps in addition can do no harm and is a safeguard 
where the simpler measure fails to stop the bleeding. The 
risk to the child is a secondary consideration in such a 
serious maternal complication. Many of these children 
die owing to the original separation of the placenta, and 
many of them are premature. Even with Caesarean 
section there will be a foetal mortality of about 25 per 
cent., although isolated series with lower rates have been 
reported. Version gives a 60 to 70 per cent. foetal 
mortality, and Willett’s forceps 10 to 15 per cent. less 
than this. As regards the treatment actually adopted in 
Dr. Oliver's case—namely, manual dilatation and forceps 
delivery—the risks of severe laceration of the lower seg- 
ment are extreme, partly from manual dilatation, , and 
partly from the application of forceps “ when the cervix 
was sufficiently dilated to allow it.” Such practice leads 


to fatal post-partum haemorrhage. It is, in fact, accouche- 
ment forcé, and although it may give a slightly lower 
foetal mortality than version, it will also result in a serious 
increase in the maternal death rate. The method is an old 
one dating back to before the time of Paré. It is re- 
discovered from time to time, but has been proved to be 
most dangerous and should have no place in modern 
obstetrics. At the present time cases of this type of 
placenta praevia, when removal to hospital is out of the 
question, are best treated by version followed by natural 
delivery, or if the instrument is available by the use of 
Willett’s forceps.—I am, etc., 
TREVOR BARNETT, 


Southsea, May 22. M.D., F.R.C.S., M.M.S.A. 


Origin of Cancer 


Sir,—I am much obliged to Dr. W. L. English (May 14, 
p. 1070) for drawing my attention to some points in my 
letter in the Journal of May 7 (p. 1024) which apparently 
require amplification. In the case of the clock weight, 
although the gravitational pull on the weight is almost the 
same all the way down, the capacity for doing work, or 
potential, is greatest when the weight is at the top. |! 
am, however, alive to the fact that the analogy between 
the clock and the tumour is not as good as it might be. 
In regard to the suggestion that the “developmental 
energy ~ I mentioned is of the same ilk as vital force or 
force hypermécanique 1 can assure Dr. English that far 
from being a vitalist I have been all my life a confirmed 
rationalist. In this connexion I suggest that he care- 
fully peruse a discourse delivered by Professor H. Mark 
at the Royal Institution and published in Nature of 
July 3 last on the synthesis of large molecules. Protes- 
sor Mark explains how for the building up of a highly 
complex organic molecule from a simple one a certain 
definite amount of “activation energy ~ is necessary. I| 
am now suggesting that possibly the “ activation energy ~ 
which Mark says is necessary for polymerization is of 
the same class as the “ growth energy or Bathmism” of 
Cope and other thinkers. Cope in his Primary Factors 
of Organic Evolution (p. 481) states: “ The duration of 





life, or of the functioning organic machine, has a 
definite limit in time. All this means that a certain 
limited quantity of energy is at the disposal of each 
individual organism.”—I am, etc., 
Isle of Man, May 17. E. G. FENTON, 
8 
The Services 
DEATHS IN THE SERVICES 

Surgeon Captain Sir ARTHUR STANLEY NANcE, K.B.E., C.B., 


R.N. (ret.), died at Donemark. Bantry, Co. Cork, on May 11, 
aged 77. He was born on May 27, 1860. the son of Mr 
James Nance, F.R.C.S.. of Eccleshall, Staffordshire, was 
educated at Trent College and St. Bartholomew's Hospital, 
and took the M.R.C.S. in 1882 and the L.S.A. in 1884. After 
filling the post of house-surgeon at the Metropolitan Free 
Hospital he entered the Navy and became fleet surgeon on 
August 31, 1900, and surgeon captain on June 29, 1917, 
During the war of 1914-18 he was principal medical transport 
officer at the Admiralty and received the C.B. and K.B.E. in 
1919: also the United States Navy Cross. He was a Justice 
of the Peace for Co. Cork. In 1890 he married Janet Besnard, 
daughter of Mr. W. S. Tisdall of Bantry. 
Colonel Grorce Jerome Kevwit, Bengal 
(ret.). died at Guildford on May 10, aged 84. He was born at 
Karachi on March 15, 1854. the son of Assistant Surgeon 
James Kellie of the 83rd Foot (Royal Irish Rifles), and was 
educated at King’s College, London. He took the L.R.C.P Fd. 
and the M.R.C.S.Eng. in 1876, and the D.P.H. of the Irish 
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Colleges in 1899. He entered the Indian Medical Service as 
surgeon on March 31, 1877, became colonel on October 16, 1905, 
and retired on October 15, 1908. He spent all his service in 
military employ, chiefly in the Haiderabad contingent. He 
served in the Burma campaigns in 1889 (medal with clasp) and 
on the North-West Frontier of India in the Tirah compaign of 
1897-8, when he was present at the action of Arhanga 
Pass and took part in the operations in the Bara Valley 
(medal with two clasps). 

Lieutenant-Colonel JoHN JoHNSON Urwin, O.B.E., 1.M.S. 
(ret.), died at Fairfield, Warkworth, Northumberland, on 
April 24, aged 67. He was born on March 24, 1871, and was 
educated at Glasgow, where he graduated M.B.. C.M., with 
high commendation, and winning the Brunton Prize, in 1893. 
Subsequently he studied at St. Bartholomew's Hospital, and 
took the M.R.C.S.. L.R.C.P. in 1898, and the F.R.C.S. in 
1908. After filling the posts of house-surgeon at Clayton 
Hospital, Wakefield, and the Eve and Ear Infirmary and the 
Stanley Hospital at Liverpool, he entered the Indian Medical 
Service as lieutenant on July 27, 1899. He became lieutenant- 
colonel on January 28, 1919, and retired on July 19, 1924. He 
served in the war of 1914 18, and was mentioned in dispatches 
in the London Gazette of December 28, 1917, and June 5, 
1919, and received the O.B.E. on June 3, 1919. Most of his 
service Was passed in civil employ in Bengal and Bihar. He 
had been a member of the British Medical Association since 
1901. 


Medico-Legal 





A SUICIDE’S INSURANCE POLICY 

In 1925 a gentleman took out insurance policies on his life 
to the value of £81,000. He found that he could not continue 
to pay the premiums, and in 1932 he agreed with the company 
that the value of the policies should be reduced to £50,000. 
He became insolvent and was unable to pay his premiums in 
June, 1934. The company allowed him extensions of time 
which finally came to an end at 3 p.m. on August 3. In 
order that his estate might benefit by the insurance, he shot 
himself in a taxicab a few minutes before the time expired. 
The policies had contained a condition that if the assured 
committed suicide within a year of their being taken out they 
should be void. The year had long since elapsed, but the 
company refused to pay on the ground that the purposeful 
suicide made the policies void. The administratrix brought 
an action against the company and Mr. Justice Swift decided 
in her favour. The Court of Appeal reversed his judgment 
on the ground that the court could not allow a criminal 
or his representative to profit by his crime. The House of 
Lords has now given judgments which finally dispose of this 
interesting and difficult case.’ 


Judgments in Final Appeal 


Lord Atkin, from the Woolsack, distinguished between two 
different questions which were apt to be confused: What was 
the contract between the parties, and how was that contract 
affected by public policy? If there was no express reference 
to suicide in the policy, two results followed. If a man of 
sound mind committed intentional suicide the representatives 
could not recover, for by ordinary insurance law an assured 
could not by his own deliberate act cause the event upon 
which the money was payable. This was not a matter of 
public policy but of the correct construction of the contract. 
On the other hand, the contract might provide that death by 
suicide, whether sane or insane, was not covered, either at 
all or within a limited time. In the present case, on the true 
construction of the contract, the company had agreed to pay 
if the assured died by his own hand, whether sane or insane, 
after a year. The answer to the second question, however 
(about the effect of the doctrine of public policy), was that 
such a contract was not enforceable in a court of law. 
Lord Justice Fry, in Cleaver v. Mutual Reserve Fund Life 
Association (1892), 1 Q.B. 147, stated the principle in this 





' Beresford v. Royal Insurance Co. Ltd. Times, May 10; 1937, 
53, Times Law Reports, 583. 
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way: no system of jurisprudence can with reason enforce 
rights directly resulting trom a crime of the person who 
asserts them. Deliberate suicide was in English law a crime, 
and the question remained whether the principle applied when 
the criminal was dead and his personal representative sought 
to recover a benefit which took shape only after his death, 
Lord Atkin could not think that the principle of public 
policy was so narrow that it excluded the increase of the 
criminal’s estate from the benefits which he lost by his crime. 
His representative fell under the same ban. 

Lord Atkin dealt with the question which then naturally 
arose: What is the position of a person who lends money on 
an insurance policy if the assured deliberately kills himselt? 
Is his security gone? The judgment in the present case did 
not say so, for the question did not arise. Lord Atkin could 
not see, however, that there was any objection to a person, 
to whom the policy was assigned before the suicide, enforcing 
it to the extent of his own interest. A lender could insure 
the life of the borrower against sane suicide without infringing 
public policy, and the assignee of a policy was in a similar 
Position. Insurance companies would doubtless frame an 
unobjectionable clause for future policies. Lords Thankerton 
and Russell of Killowen agreed. 

Lord Macmillan pointed out that it was certainly not the 
desire Or intention of the company, in framing its policy, to 
offer any inducement to suicide. It was directly contrary 
to its interests that the assured should commit suicide and 
bring its obligation prematurely into operation. It did not 
agree to pay in consideration of his committing suicide, but 
in consideration of his paying the premiums. By imposing a 
time-limit of a year it provided some safeguard against his 
taking out a policy with a view to suicide. Moreover, the 
assured could not himself benefit by his crime. The instinct 
of self-preservation was a stronger motive against suicide than 
the desire to benefit relatives or creditors was a motive for it. 
lt the plea of public policy was sustained in this case the 
remarkable result would be that the company, who had pro- 
vided the assured with the inducement to commit a crime, 
would be the only persons to benefit by it. Two principles 
of public policy were in conflict, for it was undeniably public 
policy that persons should fulfil the contracts into which they 
entered, and in particular it was important that life insurance 
policies, which were most useful instruments of credit, should 
not be subject to any contingent invalidity. However, having 
pointed out these considerations against the judgment in which 
the other learned lords had concurred, Lord Macmillan did 
not find that they were sufficiently convincing to deter him 
from agreeing with that judgment also. 





LEAD POISONING FROM WATER 


The Irwell Valley Water Board were ordered by the Man- 
chester Assize Court last December’ to pay damages to a 
married couple who managed a public house supplied with 
water by the Board and had suffered from lead poisoning. 
The water was pure up to the stop-cock of the premises, but 
on the premises themselves there was twenty-four feet of old 
piping which was apt to contaminate water which stood in it. 
The water had a plumbo-absorbency of twenty-eight parts per 
million, and Mr. Commissioner Henn Collins, K.C. (now 
Mr. Justice Henn Collins), found that, although they had 
satisfied their statutory duty of supplying pure and wholesome 
water, they had failed in their common law duty of warning 


.the consumers to take precautions against lead poisoning. 


The Board appealed, but the Court of Appeal dismissed their 
case on May 5. Lord Justice Greer said that the Board had 
been warned over and over again that the water passing 
through the old pipe was liable to be contaminated, and they 
therefore had a duty to supply the water to the tenant in 
such a condition that, after going through the pipes, it would 
be reasonably fit for domestic use. They might quite easily 
have protected the consumers, either by making the water 
more alkaline and so reducing its piumbo-solvency, or by 





’ British Medical Journal, 1938, 1, 100. 








Ma 


sendir 
certall 
an ul 
would 
warn 
that t 
dange 
Betwe 
plaint 
The ¢ 
able | 
this « 
Justice 
ment 
of mé 
oblige 
exam 
Chest 
The « 
Lords 


The © 
IMpo 
It wa 
Hosp 
Char 
were 
ae 
action 
neglig 
18. 1 
tion. 
nerve 
she d 
but s 
State 
seacst 
Medi 
when 
then. 
to xe 
name 
Macl. 
Grav 
total 
recor 
She s 
COSIS 
claim 
speck 
suffer 
Th 
that 
from 
had | 
She | 
and | 
fortn 
Mack: 
notic 
taken 
Vovay 
Wats 
her ij 
advis 
He t 
tione: 
recon 
back. 
came 
a 
oObvic 





rce 
ho 
ne, 
en 
tht 
th, 
lic 


1€, 





May 28, 1938 


MEDICO-LEGAL 


Tue Brivisn 
MEDICAL JOURNAL 


1183 





sending out a circular to the users warning them to run off a 
certain quantity before they used it. The Board had delayed 
an unreasonably long time in installing apparatus which 
would have made the water harmless, and had not sent out 
warning notices. They could not excuse themselves by saying 
that the local authority had advised them that it might be 
dangerous to frighten people by sending out these notices, 
Between 1929 and 1935 they had received a series of com- 
plaints of lead poisoning from various occupiers of premises. 
The Commissioner's decision was correct. It would be lament- 
able if the law did not protect consumers of water against 
this danger. The other learned judges agreed, and Lord 
Justice MacKinnon pointed out that in 1902 the Local Govern- 
ment Board held a lengthy inquiry into the plumbo-solvency 
of moorland water, and that as a result various local Acts 
obliged water authorities to counteract this danger—for 
example, the Acts governing the water supply of Matlock, 
Chesterfield, Wakefield, Plymouth, Windermere, and Stockport. 
The court gave the Board leave to appeal to the House of 
Lords. 





A MOCK TRIAL: *“* FEATHER vy. WATSON” 


The “ Court of King’s College * met on May 4 to try the 
important and interesting action of Feather v. Watson. 
It was convened by the Listerian Society of King’s College 
Hospital, and Judge Earengey presided, assisted by Dr. 
Charles Newman, the Vice-Dean. Counsel in the case 
were Mr. Max Muller and Mr. David Karmel. 


“Mrs. Feather” was a disgruntled ex-patient. bringing an 
action against her general practitioner, “ Dr. Watson,” for 
negligence. Her case was that she consulted him on January 
18, 1937, complaining of tiredness, nervousness, and palpita- 
tion. She was living apart from her husband. He diagnosed 
nervous depression and advised her to go for a cruise. This 
she did, and on January 36 sailed in s.s. Empress of Abyssinia, 
but she had a miserable time and returned in an even worse 
state of health. The sea had been very rough, she had been 
seasick, she had been frightened of Spanish warships in the 
Mediterranean, and on the voyage home had fallen down 
when the ship was rolling and hurt her head. “~ Dr. Watson” 
then told her to stay in bed, but as soon as she was well cnough 
to get up she went to a specialist, “ Dr. T. S. F. West.” whose 
name had been given her by the ship’s surgeon, ~ Dr. Alistair 
Maclagan.” The consultant said she was really suffering from 
Graves’s disease and called in a surgeon, who performed a sub- 
total thyroidectomy on February 22. She made a good 
recovery, and on April 1 was reconciled with her husband. 
She sued the doctor for negligence in not diagnosing thy rotoxi- 
cosis and for prescribing a wholly wrong treatment. She 
claimed the cost of her voyage, her operation. and her 
specialist's fees, and also damages for physical and mental 
suffering. 

The plaintiff explained, giving evidence on her own behalf, 
that she had always been highly strung. Since separating 
from her husband in 1935 she had become more nervous and 
had lost weight. Her eyes were not prominent before 1937. 
She told “Dr. Watson” she was tired, run down, nervous, 
and had palpitations. On her return she was in bed for a 
fortnight under his care, but he seemed very casual. ~ Dr. 
Maclagan,” who examined her on February 1, said he had 
noticed a very rapid pulse and slight exophthalmos and had 
taken her for a known case of exophthalmic goitre sent for a 
vO\age before operation. He was surprised that “Dr. 
Watson” had not written to him. He did his best to keep 
her in bed, but she got up and did more than he would have 
advised. She was very sea-sick, ate nothing, and lost weight. 
He told her she was suffering from thyrotoxicosis. He men- 
tioned the name of “Dr. West” when she asked him for a 
recommendation, but did not mean to go behind the defendant's 
back. Cross-examined, he said that no Spanish warship ever 
came in sight. 

“Dr. West” said that * Mrs. Feather” on February 24 had 
Obvious severe hyperthyroidism, slight exophthalmos, wasting, 


tremor, some enlargement of the thyroid, a pulse rate of 130 
and a blood pressure of 145/75 mm. Hg. She needed an 
Operation at once, and must have had Graves’s disease in 
January. He would have expected “ Dr. Watson” at least to 
take the blood pressure ‘and to see whether the rapid pulse was 
transient or permanent. “Mr. M. C. Gunter,” the surgeon, 
said that the patient had obvious signs of exophthalmic goitre, 
though the eve symptoms were not severe. He had the basal 
metabolic rate estimated and found it was 55 per cent. 


THE DEFENCE 

* Dr. Watson,” giving evidence in his own defence, said that 
when he first saw the plaintiff she was nervous with very brisk 
reflexes, very voluble, and had no exophthalmos but a little 
tachycardia. There was no obvious thyroid enlargement and 
he did not think she had Graves’s disease then. Her neurotic 
temperament and matrimonial troubles were quite sufficient to 
account for her symptoms. He thought of Graves’s disease 
as a possibility, but did not regard it as sufficiently probable 
to justify him in putting her to the expense of investigation. 
He admitted that he did not take her blood pressure, but said 
that it would not have told him anything. In his opinion her 
anxiety about the Spanish warships had brought on the Graves’s 
disease. She had mild symptoms when she returned. He 
thought she should have rest in bed before they were treated. 

“Sir Thomas Standstill,” an expert on thyroid diseases, 
said that a mild degree of thyrotoxicosis, such as the present 
one. was very difficult to diagnose. The symptoms of simple 
neurosis and mild hyperthyroidism were practically the same: 
nervousness. loss of weight. tremor, palpitations, and rapid 
pulse. A sea voyage was admirable treatment for a mild case 
of Graves’s disease. 

Judge Earengey, in summing up, pointed out that for the 
jury to return a verdict of negligence they must be satisfied that 
the doctor had done less than was reasonably to be expected of 
a prudent man in his position. They must not expect him to 
use the same skill and care as a specialist; they must judge 
him by the standard of a general practitioner and take all the 
circumstances into account. 

The jury returned a verdict for the plaintiff. with damages 
thirty guineas, the price of the cruise. The audience was also 
asked to return a verdict by a show of hands, and found: by 
an overwhelming majority in favour of the doctor. Judee 
Earengey said that the trial had been conducted very much as 
it would have been in court, and that those who had taken 
part in it and seen it might perhaps have been helped to under- 
stand the way in which such actions were tried. Doctors were 
apt. when they first came into court as wiinesses, to resent the 
“ pulling-about ~ they received in cross-examination, but they 
soon got used to it. As parties to an action they were justified 
in being much more anxious, for no one could teil what a 
jury would do. Every doctor should safeguard himself by 
belonging to a defence society. 





A DOCTOR VINDICATED 


After hearing evidence in the case of Perry v. Perry and 
Ciappara,' a special jury found that Dr. S. G. P. Ciappara, the 
co-respondent, was not guilty of adultery. The petitioning 
husband alleged adultery on three occasions at the doctor's 
surgery in Prince’s Road, Holland Park, and claimed damages. 
Both sides called private detectives, and the petitioner relied 
also on the evidence of his wife, who confessed to adultery. 
The President (Sir Bovd Merriman), agreeing with the verdict, 
pointed out that they had found not merely that adultery was 
not proved but also that it had never taken place. He adced 
that there were at least four reasons which seemed to him abso- 
lutely conclusive against accepting the wife's confession. He 
dismissed the petition and awarded costs to Dr. Ciappara. In 
exempting the jury from service for five years, he thanked them 
warmly and said that the services of a jury had been excep- 
tionally valuable in that case. 


* Times, May 12, 1938. 
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SIR THOMAS FLITCROFT 


This well-known and popular Lancashire doctor died on 
May 14 at the age of-77, in Bolton, the place of his 
birth, to which he had given a long life of devoted 
service. 

Thomas Evans Flitecroft received his medical education 
at Glasgow and at the University of Manchester. He held 
the offices of surgeon to the Bolton Infirmary and to the 
Edgeworth Homes. While he built up a large practice 
he was making for himself a reputation in municipal and 
national politics. A strong Liberal of the old school, who 
took his politics seriously, he was for long president of 
the Bolton Liberal Association. He entered the Town 
Council in 1892 and sat on it for twenty-six years, during 
which time he filled many important positions there, being 
Mayor from 1926 to 1928. He served for several years 
on the Asylums Board for Lancashire, and was a Justice 
of the Peace for Bolton from 1899 to the time of his 
death. He took a keen interest in the Red Cross move- 
ment, and was for long assistant county director for the 
society. In Masonry he was a prominent local figure ; 
and there were in fact few local public movements in 
which Flitcroft could not be found playing an active part. 

Sir Thomas was at one time president of the Certifying 
Factory Surgeons Association. He was at different periods 
president of the Bolton and District Medico-Ethical 
Society, president and treasurer of the Bolton Medical 
Society, and chairman of the Panel Committee. During 
the war he was chairman of the Recruiting Committee 
and of the local Medical War Committee. He joined the 
British Medical Association in 1884, and during his long 
membership served as chairman of the Bolton Division 
from 1910 to 1920; representative in the A.R.M. from 
1910 to 1919; president of the Lancashire and Cheshire 
Branch, 1912-13. Centrally, he was a member of the 
Parliamentary Elections Committee from 1919 to 1933, 
and served also on the Finance Committee, 1919-20. 

Flitcroft was essentially a Lancashire man in general 
and a Bolton man in particular, and became a popular 
figure in his beloved county. During the struggle over 
the national health insurance scheme he became known to 
a much wider circle. Always an active politician (he 
unsuccessfully contested the Farmworth Division in 1918), 
he had a personal acquaintance with Mr. Lloyd George, 
who consulted him on the medical aspects of his scheme. 
This position of influence was not without its dangers at 
a time when medical and political feeling ran_ high. 
Flitcroft never concealed the fact that he was a strong 
believer in the scheme, though he did not fail to point out 
to Mr. Lloyd George that many modifications would be 
needed before it could be acceptable to the profession. 
However, though Lancashire was on the whole hostile to 
the scheme, Flitcroft never lost the confidence of his 
constituents, as was proved by his return as the Bolton 
representative all during the fight and as long after as he 
cared to hold the office. 

He was knighted in 1913, and thoroughly enjoyed the 
distinction and the pleasure it gave to his friends. This 
was shared by his wife, as popular a personality as he 
was himself, and a great helpmeet to her husband. It is 
pleasant to recall that before her death they celebrated 
their golden wedding. Fc: the past few years his health 
had been failing, and he ‘ook little part in affairs. His 
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funeral was very largely attended by representatives of 
every section of the Bolton public, including representatives 
of the B.M.A. and the other local medical bodies. 

Dr. Alfred Cox writes: 

Flitcroft was a man of a very friendly disposition and 
exceedingly pleasant to meet at any time. With all his 
geniality he could be depended on for sound common 
sense, together with an understanding of the difficulties of 
other people. He was one of those successful and pros- 
perous men who are not spoiled by prosperity—rather 
improved. He was a public-spirited man, full of loyalty 
to the Bolton people who had made him, and of desire 
to do what he could to serve them. This applies also to 
his work for his profession and the B.M.A. I saw much 
of him from 1913 onwards until I left my post, and he 
could always be relied on for any service the Association 
asked of him. For B.M.A. purposes Flitcroft was for a 
long time synonymous with Bolton. Along with my 
contemporaries and his Bolton colleagues | remember him 
with kindly and affectionate feelings, mingled with deep 
respect for the moral courage which he displayed during 
the Insurance struggle, when a mere popularity hunter 
would certainly have taken a different line. 


PROFESSOR I. BOAS 


Professor I. Boas, the distinguished gastro-enterologist, 
died a fortnight ago in Vienna at the age of eighty. His 
scientific career began when he became assistant to Pro- 
fessor Ewald at the Augusta Hospital in Berlin in 1885, 
Working in co-operation with Ewald he devised the test- 
breakfast which laid the’ foundation for all later investi- 
gations on the chemical functions of the stomach. 
Though in recent years it has been to a great extent 
replaced by the fractional test-meal, the Boas-Ewald test- 
breakfast is still used in many Continental and American 
clinics. Boas was a brilliant clinician and soon gained 
the reputation of being the foremost gastro-enterologist 
in Europe. Students from all parts of the world attended 
his lectures and demonstrations, and his textbook on 
Diseases of the Stomach and Intestines was for many 
years the most popular work on the subject, passing 
through nine editions and being translated into many 
different languages. Boas was a tireless worker and 
wrote numerous valuable papers describing the results of 
his investigations. Perhaps his most important practical 
contribution to medicine was his discovery of the presence 
of occult blood in the stools in organic diseases of the 
stomach and colon. He continued to investigate the 
changes undergone by blood pigments in the alimentary 
tract until a few weeks before his death. 

In 1898 Boas founded the Archiv fiir Verdauungs- 
krankheiten, which came to be known as Boas’s Archiv 
and was the first journal of gastro-enterology published in 
any country. In 1920 he founded the German Gastro- 
Enterological Society, which meets alternate years iM 

erlin and Vienna. 

The advent of National Socialism made it impossible 
for Boas to continue his scientific career in Berlin. He 
was fortunate to receive an invitation to work in one of 
the hospitals of Vienna, where he continued to investigate 
problems connected with the porphyrins and published a 
number of important papers on the subject. He believed 
that he had devised a spectroscopic method by which it 
would be possible to distinguish the pigment derived from 


carcinoma from that derived from ulcer, but he died, 


before he had time to describe the test. When finally 
political upheaval reached Vienna he recognized that the 
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end of his working life had come. Still full of energy 
and mentally alert as ever in spite of his eighty years he 
found peace with an overdose of veronal. In the death 
of Boas the profession loses a pioneer of gastro-enterology. 
a man beloved by his many pupils throughout the world, 
A. F. H. 


THE LATE MR. FURNIVALL 


Major W. Guyon Richards, I.M.S. (ret.), writes: I have 
read your notice of Percy Furnivall with warm appre- 
ciation. 1 first met Furnivall when dressing for Mr. 
Morant Baker at Bart's; he was doing his second term 
of dressing. He not only created a number of records 
for “ penny-farthing ~ cycling, but was a first-class boxer ; 
he reached the final of the amateur heavyweight champion- 
ship. Whenever I came home from India a visit to 
Furnivall’s was an exciting joy to look forward to. He 
married Sir Henry Butlin’s daughter Olive. Of all the 
men I have met no one made a greater impression on me 
than Furnivall: in spite of being sometimes extremely 
tired after a busy day there was always an immense joy 
in life, and a great interest in every subject one could 
bring up. His language was free and vigorous, and one 
enjoyed being “cursed by Percy.” He once said that 
when you could call a pal any name you fancied and 
he enjoyed it you were really firm friends. I count 
Furnivall’s friendship as ene of the great things in my 
life. 


Supplementing the obituary notice of Dr. EVAN WILLIAMS 
RicHarps (May 14, p. 1078), we have received the follow- 
ing tribute from Dr. W. H. Lewis, chairman of the Public 
Health and Housing Committee of the Montgomeryshire 
County Council: During the years that Dr. Richards was 
medical officer of health and school medical officer for 
Montgomeryshire it was my privilege to be in close asso- 
ciation with him, and he inspired in me an affection and 
regard which will be with me always. His fine character 
and attractive personality were outstanding, and made a 
responsive appeal to all who came in contact with him, 
notably his colleagues in the profession and all associated 
with him in his work. In truth it may be said that all men 
spoke well of him. The schoolmasters and the children 
looked forward to his visits in pleasant anticipation. The 
interest he had in his work and his full and precise know- 
ledge of the details concerned with health matters and 
administration were impressive ; the retentive memory he 
possessed was extraordinary—a very special gift. During 
his last illness, the fatal termination of which he foresaw, 
his bearing bore out all that his good life had fore- 
shadowed. His burial service at his beloved Tregaron, 
the place of his birth, was attended by many of his friends 
in the profession, and it seemed as if the whole town was 
there to pay the last tribute. I am one of the many who 
mourn with his widow and children the loss of a great 
friend. 


The following further particulars have reached us of 
the career of Dr. MicHAEL GRABHAM, Who died at Quinto 
do Val, Madeira, on April 30. He was educated at 
University College School, London, at St. John’s College, 
Cambridge, where he was an exhibitioner and took first- 
class honours in the Natural Sciences Tripos, and at St. 
Thomas's Hospital. He entered the Government Medical 
Service, Jamaica, in 1891, and for thirty-eight years was 
in charge of the Victoria Jubilee Hospital, Kingston. 
During this time more than 400 maternity nurses were 
trained there for the colony. He was secretary of the 
Jamaica Medical Council in 1894; on the Board of 
Governors of the Jamaica Institute in 1902; president of 
the Jamaica Branch of the British Medical Association in 
1927 : served on the Cattle Diseases Commission in 1895, 
and the Malaria Commission in 1908; and received the 
thanks of the Jamaica Government for valuable services 
rendered at the earthquake in 1907. He was Musgrave 
Medallist in 1918; and retired in 1929, Dr. Grabham 
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published many papers on obstetrical subjects in Govern- 
ment reports, also on malaria and hookworm disease. He 
contributed many notes on the mosquitos of Jamaica, and 
much material for study to the Carnegie Institution in 
Washington, D.C., which has been incorporated in The 
Mosquitos of North and Central America and the West 
Indies, published by that Institution in 1915. (After the 
great earthquake he received a cable inquiring for the safety, 
not of himself, but of his collection of mosquitos, suggest- 
ing that it was too valuable to be kept in an earthquake 
zone but should be placed in safe custody in the museum.) 
A genus of more than forty species of mosquitos 
bears his name. In 1934 he published Plants Seen in 
Madeira, and another botanical work on the Madeira flora 
is now in the press. 


Dr. Cyrit JaMes Gozney EXLey, who died at Bardney, 
Lincoln, aged 47, was born at Leeds, and practised there 
after qualifying L.M.S.S.A.Lond. in 1915 until he 
moved to Bardney. He was trained at University College, 
London, and at the Leeds Medical School, and joined the 
Leeds Division of the British Medical Association in 
1917. A colleague writes: Cyril Exley was a people's 
doctor in the best sense of that term. To rich and poor 
alike he brought the same genial presence, the same fund 
of humour, and a vivid kindliness and understanding of 
heart which made everyone feel eternally in his debt. He 
did his bit in the war, and after coming to Bardney 
appeared to have before him long years of service. Un- 
fortunately about three years ago his health broke down, 
and two subsequent operations set a limit to his former 
powers. For this period of time he has borne about with 
him not one but several “ thorns in the flesh * which might 
well have broken the spirit of many a stronger man. 
Perhaps the impression of him which will linger longest 
in the memories of his friends will be the amazing fight 
he put up to carry on his practice. No more gallant bid 
to retain his usefulness could be imagined on the part of 
any man. Worn out by pain and general illness, he tried 
to see his patients up to the last, until suddenly he was 
compelled to quit the arena. Amidst grievous difficulties 
and disabilities he bore aloft unsullied the banner of the 
great traditions of medicine. 


The Stratford Division of the British Medical Associa- 
tion has lost a tried and trusted member in the death of 
Dr. R. Boyp Rosson, which occurred on May 5 at the age 
of 65 years. He graduated M.B., Ch.B. at Aberdeen 
University in 1902, and was subsequently in practice at 
Ilford for thirty years, where he took an active part in 
local affairs. He was a member of the staff of the Ilford 
Emergency Hospital (later to become the King George 
Hospital, Ilford), and honorary anaesthetist to the latter 
hospital. Dr. Robson was also a member of the Essex 
Panel Committee and lecturer to the St. John Ambulance 
Brigade. He was on active service during all four years 
of the great war, being in the campaigns in Gallipoli, 
Italy, and France. 


Dr. FRANCIS FERGUSON Kerr, formerly of Manchester, 
died at the age of 77 in a London nursing home on 
May 10. He was born at New Bandon, New Brunswick, 
where his father, James Kerr, was the local magistrate, 
and was educated at Ottawa Collegiate School. He 
followed his brothers into Western Canada, which was 
being opened up, and eventually settled down in Winnipeg, 
then a small township, as a schoolmaster. When the 
Manitoba Medical School was started by local doctors 
he became one of the first batch of medical students, and 
then went on to pursue his studies at Edinburgh University, 
where he graduated M.B., C.M. in 1898 and M.D. in 1903. 
He was a demonstrator of anatomy under Sir William 
Turner, and after an assistantship in Haddington went 
into general practice in Horwich, Lancashire. After a 
few years he moved into Manchester, where he had a 
large general practice extending from Higher Broughton to 
Prestwich. He was a keen member of the British Medical 
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Association and took a leading part in the formulation 
of the well-known “ Salford scheme ~ when the Insurance 
Act was instituted. He was a prominent figure in Man- 
chester medical circles, and many young doctors there owe 
much to his encouragement and advice. When the war 
was over many years of strenuous work had begun to 
tell on his health and he retired to San Remo, where he 
practised for a short time, but for some years past he 
had lived in retirement in a villa near St. Raphael. He is 
survived by his widow, three daughters, and a son; his 
son, a daughter, and two sons-in-law are all members of 
the medical profession, and two of his grandchildren are 
medical students. 


We regret to announce the death on May 7 of Dr. 
Epwarb SyMeES Prior, of Hampstead Way, Golders Green, 
N.W. He was a student at the Middlesex Hospital, and 
took the M.R.C.S. and L.R.C.P. diplomas in 1906, after 
which he served as house-surgeon to the “ Dreadnought ~ 
Seamen’s Hospital at Greenwich, house-physician to the 
Brompton Chest Hospital, and resident medical officer at 
the Bolingbroke Hospital. During the war Dr. Prior lett 
his practice at Golders Green and went to Egypt to join 
the Egyptian Expeditionary Force, holding the rank of 
temporary captain R.A.M.C. On returning to civil life 
he was for some years a medical referee to the Ministry of 
Pensions. He had joined the British Medical Association 
in 1909, and was chairman of the Hendon Division in 
1933-4. 


Medical Notes in Parliament 





The House of Lords this week considered the Coal 
Bill. The House of Commons discussed air defence 
and the Board of Trade Vote and began consideration of 
the Finance Bill. Progress was made with other measures. 

Dr. Haden Guest has been appointed a member of a 
committee which is to examine the possibility of 
evacuating the population from areas of especial danger 
during air raids. 

Progress of Bills 


In the House of Lords on May 23 the Children and Young 
Persons Bill and the Leasehold Property Repairs Bill, which 
had passed the House of Commons, were read a first time. 
The Workmen’s Compensation (Amendment) Bill passed 
through Committee. 

On the same day in the House of Commons the Housing 
(Rural Workers) Amendment Bill passed through the report 
stage. The motion for the third reading of the Bill was 
supported by Sir Francis Fremantle and was agreed to after 
a motion for its rejection had been negatived. The Bill was 
read a first time in the House of Lords on May 24. 

Dr. Elliot introduced the Mental Deficiency Bill in the 
House of Commons on May 24. The object of the measure 
is to extend by one month the time within which the Board of 
Control are required by Section XI of the Mental Deficiency 
Act, 1913, to determine whether orders made under the Act 
are to be continued ; and to validate orders purporting to have 
been continued under that section. The Bill was read a first 
time without debate. The second reading will be taken on 
May 30. ’ 

A Select Committee of the House of Lords on May 24 
rejected a Bill promoted by the governors of St. Bartholomew's 
Hospital to enable them to use the general funds of the hospital 
for providing a paying patients’ department. 


Insanity and Divorce in Scotland 


The House of Commons Standing Committee on Scottish 
Bills began on May 17 to examine the Divorce and Nullity of 
Marriage (Scotland) Bill, which had already passed the House 
of Lords. 
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On Clause 1 (* Additional Grounds for Divorce”) Miss 
HoRSBRUGH moved to leave out the provision enabling the 
court to grant divorce on the ground that the defender was 
incurably insane. She said that if this ground were allowed 
divorce would be decided not on facts substantiated in court 
but on the opinion of experts. It could not be said with 
certainty that those who had been in an institution for five 
vears would not recover. The Board of Control for Scotland 
in this year’s report referred to a type of nervous illness 
regarded until recent years as incurable and fatal. For this 
a cure had been found. In the English law the petitioner had 
to prove that the person in an institution was suffering from 
incurable insanity. In the Scottish Bill incurable insanity was 
presumed after five years unless evidence could be brought to 
rebut that assumption. Great difficulties had been experienced 
in England. She had been in touch with the British Medical 
Association, and she believed that in England the law would 
be a dead letter for the reason that it was almost impossible 
to get medical experts to declare that the illness of a person 
was incurable. 

Major NeEVEN-SPENCE said he was utterly opposed to divorce 
for grounds of insanity. He had asked many alienists if they 
could draw up a list of incurable forms of mental illness. 
One and all declined to do so. Involutional mental illnesses 
affecting women at the menopause and rather later might go 
on for long over five years and be completely cured. Recovery 
from dementia praecox was not unknown. To-day thousands 
of general paralytics were going about doing their ordinary 
work. Sufferers from senile dementia recovered to an extra- 
ordinary extent under hospital treatment. All toxic con- 
fusional insanities were at least theoretically curable. The 
outlook for the puerperal cases, toxic deliria, and cases due to 
lead or alcoholic poisoning was good, but the illness might 
be prolonged beyond the five-year period. As a_ physician, 
wild horses would not drag from him a certificate of incurable 
insanity in any circumstances. He believed that to be the 
feeling of the medical profession as a whole. Mr. ERSKINE 
Hitt said the assumption in law would make the Scottish 
Bill more workable. Cures took place. for the most part, in 
the first three years. 

The Lorp Apvocatr, Mr. T. M. Cooper, said the chances 
of recovery for a married lunatic who had been at least five 
years in an asylum seemed to be in the ratio of 24 to 550. 
The medical expert was not necessarily the best authority 
on questions of this kind. Members should discard the sug- 
gestions of the medical experts and consider the question from 
the standpoint of the man in the street. 

.By 24 votes to 9 the Committee approved the retention in 
the Bill of the words “is incurably insane.” 

Consideration of the Bill was continued on May 19. 

The Bill passed through Standing Committee and was 
reported to the House on May 24. 


Milk Tests in Scotland 


Replying to Mr. Tom Johnston on May 17, Colonel 
COLVILLE said that in the city of Aberdeen during 1937, 354 
test samples of milk, which were not formal samples taken 
for the purposes of the Food and Drugs Act, included 208 
taken from a single herd at its owner's request ; eighty-seven 
out of the total of ninety-five samples found to be under 
standard were from this herd. In the county of Aberdeen 
test samples were taken with the object of securing improve 
ment in the quality of the milk from byres where formal 
samples already taken for the purposes of the Acts had been 
found to be under standard. In neither case, therefore, could 
a valid comparison with other areas be made. 


Mr. JOHNSTON asked if the Minister did not think that 
there was something seriously wrong when, in a county area, 
56 per cent. of the samples of milk taken were found to be 
adulterated. Colonel CoLviLte said that his answer indicated 
that there were special circumstances in this case. 

Mr. HENDERSON Stewart asked if the Minister had any 
reason to expect that adulteration of milk to an extent such as 
this was prevalent throughout Scotland. Colonel CorviLlet 
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replied that there was no information to support that general 
statement. 

On May 17 Mr. JouHNSTON also asked the Secretary of State 
for Scotland why, during 1937, no test samples of milk were 
taken for analysis in the counties of Bute, Caithness, Orkney, 
Renfrew, Ross and Cromarty, and Zetland, or in the burghs 
of Ayr, Coatbridge, and Dumfries. 

Colonel Cotvitte replied that although no test samples 
were taken in the areas referred to, formal sampling under the 
Food and Drugs Acts was carried out. The Food and Drugs 
Acts did not impose on local authorities any duty to take 
test samples, although most local authorities took such 
samples as a means of ascertaining where formal sampling 
was called for or of assisting producers to detect the reasons 
why their milk was not up to the standard. An examination 
of the sampling reports for 1937 was being made by the 
Department of Health, with a view to asking local authorities 
to increase their sampling activities where this appeared 
necessary. 

Sir EDMUND Finptay asked whether all local authorities 
could not be required to test milk. Colonel CoLviLte said 
that when the examination to which he had referred was 
finished they would see whether further steps were desirable 
in that direction, 


Nutrition for Expectant Mothers: Results of Scheme 


In response to a request by Miss Ward, Dr. Elliot circulated 
on May 19 this table showing particulars of the results of the 
Joint Council of Midwifery Nutrition Scheme for Expectant 
Mothers from July 1 to December 31, 1937. 


Patients Receiving Special Foods 





Total number | | Puerperal | Maternal . Infant death 














. Puerperal Total " 
of mothers = ; death rate | ee a death rate rate (Still- 
receiving — we A from other pte ened fromassoci-| birth and 
food grin ae causes Hs | ated causes | Neonatal) 

4,446 | Nil 045 | 0.45 | 0.67 | $4 

Patients Not Receiving Special Foods 
9,040 | 1.77 | ka 3.54 | 1.33 | 83 
' | ' 





All rates in the tables are calculated per 1,000 total births. 


The Case of Bernard O'Sullivan 


On May 23 Sir JoHN MELLOR asked the Home Secretary 
if his attention had been drawn to the evidence given at the 
trial of Bernard Anthony O'Sullivan, who pleaded guilty to 
a charge of attempting to murder a boy aged 9: whether he 
had investigated the allegation of the medical officer of 
Brixton Prison that, while at Broadmoor, O'Sullivan had 
declared that he thought it right to murder young children ; 
whether he was satisfied that O’Sullivan’s record and condition 
justified his release in 1935; and whether he would take more 
effective steps to prevent the release of dangerous criminals 
and lunatics. 

Mr. SORENSEN asked a question on the same subject. 

Mr. Lioyp replied that in March, 1923, O'Sullivan was 
convicted of wounding with intent to murder, and was 
Sentenced to ten years’ penal servitude. While serving this 
Sentence he showed no signs of mental abnormality, and, 
having earned by good conduct and industry full remission 
marks, he was released in the ordinary course on licence in 
October, 1930. In April, 1932, he pleaded guilty at Man- 
chester Assizes to a charge of larceny, and was senienced to 
three months’ imprisonment, with the result that he became 
liable to serve in addition the remanet of his penal servitude 
sentence. At this time he was found to be insane, and was 
transferred from prison first to Rainhill Mental Hospital and 
subsequently to Broadmoor, where he remained until January 
1S, 1935, when his sentence expired. On the expiration of 
his sentence the powers and responsibilities of the Home 
Secretary with respect to his custody came to an end, but as 
he was still insane he became liable to detention under the 
Ordinary provisions of the Lunacy Law. Accordingly he was 
removed to the Banstead Mental Hospital as a rate-aided 
Patient. The question whether, and if so when, the patient 
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should be discharged thereupon became one for the visiting 
committee of the hospital. Persons like O'Sullivan, who were 
sentenced to some specified term of imprisonment or penal 
servitude, were in a different position from persons who, when 
charged with a criminal offence, were found insane by the 
court and ordered to be detained during His Majesty's 
pleasure. When a person was ordered to be detained during 
His Majesty’s pleasure the responsibility of deciding whether 
such a patient had sufficiently recovered to be released without 
undue risk rested on the Home Secretary. The decision in 
such a case was often a matter of great difficulty, and great 
care was taken to make all necessary inquiries and to weigh 
the various considerations which arose. O'Sullivan was at 
present under careful observation in prison, and if, as a result 
of that observation, he was certified to be insane, immediate 
steps would be taken for his removal to Broadmoor. 


Bacteriological Standards for Graded Milk 


Mr. LippaLt, on May 19, asked whether the Minister of 
Health was aware of the dissatisfaction felt by public health 
medical officers at the inadequate bacteriological standards for 
graded milks, and of their anxiety over the absence of any 
compulsory bacteriological standard for ungraded milk which 
Was consumed by the vast majority of inhabitants of this 
country, and what steps he was taking to remedy this. Dr. 
Fitior replied that bacteriological tests prescribed for graded 
milks were adequate as a standard of cleanliness. A similar 
standard for all other milk was not practicable at the present 
time. 


Annual Expenditure on Patent Medic'nes 


On May 23 Mr. Davin ApAMs reminded the Minister of 
Health that in 1937 a Select Committee of the House esti- 
mated that the amount spent each year in the United Kingdom 
on patent medicines was between £20,000,000 and £28,000,000, 
against an annual expenditure on drugs under the national 
health insurance scheme of only £2,500,000. He asked 
whether, in view of this persistence of unskilled and often 
dangerous self-treatment, the Minister would consider changes 
in the law whereby drugs sold under a proprietary name 
should at least be regulated as stringently as were ordinary 
foods and drugs under the Food and Drugs Act, 1875. Mr. 
BERNAYS said he was not sure what change in the law Mr. 
Adams had in mind. Clause 6 of the Food and Drugs Bill 
now before Parliament not only strengthened the present law 
regarding labels issued with drugs, but also applied to adver- 
tisements containing false descriptions of drugs or misleading 
statements as to their nature, substance, or quality. 


Experiments of the Hannah Institute 


On May 23 Mr. Macquisten asked the Minister of Agri- 
culture whether his attention had been drawn to certain 
experiments made by a body called the Hannah _ Institute, 
assisted by contributions from the co-operative societies and 
a large milk combine, by which the institute were alleged to 
have satisfied themselves that over 60 per cent. of calves fed 
on fresh milk soon contracted bovine tuberculosis ; and what 
steps he proposed to take in view of those experiments. 

Mr. Morrison said he could not be expected to be respon- 
sible for the experiments of a scientific body. This was only 
one experiment, and many others were being carried out. 
It would not be safe to go by that experiment within a narrow 
range. The Government was trying to review the whole 
subject in the light of other experiments as well as this one. 


Houghall Isolation Hospital—Mr. Messer asked on May 
19 if the Minister of Health had completed his inquiries into 
the administration of the Houghall Isolation Hospital. Dr. 
E.uior said he had received through the rural district council 
a report on the administration of this hospital. He had no 
authority to determine the points at issue between the council 
and the former matron as to the conditions of her employ- 
ment. He was satisfied that the premises were admittedly 
quite unsuitable, and he hoped shortly to be in a position to 
approve formally proposals already before him for its replace- 
ment by a new hospital. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended May 14, 1938. 


Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for : 
p g y 
(b) London (administrative county). 


(London included). 
last 9 years for (a) and (b). 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for : 
_ (b) London (administrative county). 
(e) The 10 principal towns (9 in 1937) in Northern Ireland. 


a blank space denotes disease not notifiable or no return available. 


in England and Wales (including London). 
13 principal towns in Eire. 
A dash — denotes no cases ; 


EPIDEMIOLOGY SECTION 


(c) Scotland. 


(d) Eire. 
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(a) England and Wales 
(e) Northern Ireland. Median values for th 


(a) The 126 great towns (123 in 1937) 


(c) The 16 principal towns in Scotland. (d) The 


































































































































































































1929-37 (Median Value 
. 1938 1937 (Corresponding Week) Corresponding Weeks) 
Disease —. 
@lowo!/o}]@lefwa|wm|o|@]@ (a) (b) 
Cerebrospinal fever 29| 4 | 8 3 1 30 2 10 _ 
Deaths ; 3 a - 3 = 
Diphtheria .. 998| 144| 213| 61; 307 781; 96| 147| 33) 28) 933 157 
Deaths ’ 32 8 6 I - 19 3 3 2 
Dysentery. 49} 10! 117 = i") a) er) er ee 
Deaths | a — _ ~~ 
Encephalitis lethargica, acute 7 l 2 I ~ 3 I I - 
Deaths a 2 — 
Enteric (typhoid and { paraty phoid) f fever 14 ] SO 1 1 24 3 4 I 3 27 — 
Deaths — , : I — — — 3 — - — — 
Ery sipela 1S 67 7 5 > so! 9] 7 
Deaths ? 
Infective enteritis or diarrhoea under 2 years se « 
Deaths 47 16 17 5 2 57 13 6 4 2 
Measles 426, | 8* Ppa + ow ~ « 
Deaths 28 11 21 5 2 13; — - 2; — 
Ophthalmia neonatorum .. 95 7; 41 1 76 9} 2% 7 l “a 
Deaths ras 
Pneumonia, influenzal? 1188} 76| 11] 6{ 12) 798) 64) 6) 71 af 945  @a 
Deaths (from Influenza) 54 11 3 — — 36 5 2 3 1 
Pneumonia, primary 266 18 i92/ 1s] 
Deaths of 18 13 17 11 15 5 
Polio-encephalitis, acute .. -- — a : 2} — —_ . nese "y 
Deaths —_ = 
Poliomyelitis, acute 5 7 l _ 5 1 | 
Deaths , ome eve 
Puerperal fever 2t 2 25 2 I 26 4} 10 ae: 2 
Deaths aes pas 
Puerperal pyrexia .. 177 18 20 oa 108 10] 13 3 
Deaths 
Relapsing fever —}; —}| — —j —| — aa — 
Deaths 
Scarlet fever 2,154] 181] 450] 99] s4fi.440/ 139] 348] 87| 257 1,911 273 
Deaths 3 1 — | _ 3 _— — l = 
Small-pox 1 — ad ee ER eee ail 
Deaths —| — —| —i —| — —| — 
Typhus fever al nl ed ee ee eo a eed 
Deaths —}| — — — 
Whooping-cough .. 97 25 199 4 
Deaths os 20 6 2 2 1f 20 6 14 24 — 
Deaths (0-l year) .. 385 72 82 18 17] 365 58 74 29 16 
Infant mortality rate (per 1 ,000 live births) 64; 59 61 48 
Deaths (excluding stillbirths) 5,119/1,005} 631] 191] 16494537] 884] 571| 169) 129 
Annual death rate (per 1,000 persons living) . 12.6} 12.8] 12.9) 12.9] 14.59 11.3] 11.0) 11.7] ILS] 12.3 
Live births . : 7,129 |1,379 |1,003| 349] 28496,133|1,188/1,011| 392] 236 
Annual rate per | 000 persons living 17.5} 17.6] 20.5} 23.6] 25.2] 15.2] 14.8) 20.7] 26.7} 22.6 
Stillbirths 309} 39 277; 5i 
Rate per 1,000 total births (including stillborn) 42| 28 43; 41 
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EPIDEMIOLOGICAL NOTES* 
Smallpox 


During the week under review a case of smallpox was 
notified at Gravesend and admitted to the Isolation 
Hospital. The patient referred to last week has since 
died. 

Enteric Fever 


Notifications of enteric fever in England and Wales were 
14, compared with 8 in the previous week, with | death— 
the same as last week. One case was notified in London 
itself, in the borough of Kensington. In Scotland 50 
cases of enteric fever were notified, compared with 41 
in the previous week, of which 3 were cases of paratyphoid 
(Glasgow). Forty-four cases of typhoid fever were 
notified in Hawick and one each in Ayr County, Falkirk, 
and Paisley. Of the 97 cases to date in the Hawick out- 
break 2 patients have died. Following a suspected case 
of typhoid in one of the passengers of the Orient liner 
Orama, which docked at Tilbury on May 19, 4 members 
of the crew have been sent for observation to the Port 
of London Sanitary Hospital at Denton, near Gravesend. 


Diphtheria and Scarlet Fever 


While the incidence of diphtheria in England and 
Wales is practically the same as last week, more cases 
were notified in London—1l44 compared with 103—and 
there were 8 deaths, compared with 3 in the previous 
week. The numbers for England and Wales remain 
above the median value for the last nine years, and those 
for London remain below it. Scotland, Eire, and 
Northern Ireland also report some increase in the inci- 
dence of diphtheria. There was a rise in the notifications 
of scarlet fever in England and Wales for the week— 
2,154, compared with 2,078—and in Lendon the figure 
was I81, compared with 174 for the previous week. For 
England and Wales the notifications are above the median 
value for the last nine years; for London they are con- 
siderably below it. There was a slight rise in the figures 
for Scotland and Eire and a slight fall in those for 
Northern Ireland. 


Primary and Influenzal Pneumonia 


Notifications of primary and influenzal pneumonia in 
England and Wales continue to decline, 1,188 being re- 
corded, compared with 1,222 in the previous week: for 
London the figures were 76 and 85 respectively. There 
were 54 (54) deaths from influenza in England and Wales 
and 11 (8) in London. Local rises in the notifications of 
pneumonia were as follows. Warwick 116 (111), of which 
72 (75) were in Birmingham, and 13 (15) in Coventry, 
while smaller numbers were reported widely scattered 
throughout the county; West Riding (Yorks) 155 (125), 
of which 65 (17) were in Sheffield and 19 (17) in Leeds, and 
smaller numbers were reported from a large number of 
urban districts. During the week the deaths from in- 
fluenza were: Birmingham 4 (4), Bradford 3 (0), Shetfield 
2 (3), Coventry 1 (3). In Scotland notifications of 
primary pneumonia were 266, compared with 273 in the 
previous week. There were 11 cases of influenzal 
Pneumonia, 2 more than last week, and 3 deaths, the 
Same as last week. 

Measles 


In the 126 Great Towns there were 28 deaths from 
Measles, compared with 32 in the previous week; of 
these 11 (13) occurred in London and 2 (0) in Gateshead, 
and in no other area did more than one death occur 
Guring the week. During the week 843 cases were 
reperted from the L.C.C. elementary schools, compared 
with 712 in the previous week. The average daily 

* Except where otherwise mentioned figures in parentheses refer 
to those for the week preceding the one under review. 


admissions to the L.C.C. feve- hospitals were 49, an 
increase of 6 on the previous week, while the number 
of cases of measles under treatment in these hospitals on 
Friday, May 13, was 1,630, compared with 1,718 on May 6. 
On the same day there were under treatment in the 
L.C.C. fever hospitals 1,047 (1,056) cases of diphtheria, 
777 (808) cases of scarlet fever, 285 (295) cases of 
whooping-cough. Notifications for the week ended May 
14 in the eleven metropolitan boroughs in which measles 
is notifiable were 461 (406), distributed at follows: Batter- 
sea 36 (36), Bermondsey 38 (38), Finsbury 19 (23), 
Fulham 42 (37), Greenwich 126 (51), Hampstead 20 (17), 
Lambeth 56 (81), St. Pancras 37 (34), Shoreditch 39 (28), 
Southwark 21 (28), Stepney 27 (31). In Scotland 426 
cases of measles were recorded, compared with 461 in 
the previous week: the figures for Glasgow were 164 
(186), Dundee 77 (96), Aberdeen 60 (71), Falkirk 37 (27), 
Edinburgh 36 (36). During the week there were 21 
deaths from measles in the 16 principal towns of Scot- 
land, compared with 17 in the previous week: of these 
9 occurred in Glasgow, 7 in Dundee, and 1 each in 
Edinburgh, Clydebank, Coatbridge, Kilmarnock, Hamilton. 
In Northern Ireland there were 8 cases of measles, 5 of 
which were in Belfast alone, with 2 deaths, both in 
Lurgan. During the week there were 5 deaths from 
measles in Eire (all in Dublin). 


Typhus 


During the week ended May 7 there were reported in 
Morocco 169 cases of typhus with 10 deaths, compared 
with 168 cases in the previous week. The 169 cases were 
mainly distributed as follows: Chaouia 42 (48), Marrakesh 
26 (40), Rabat 22 (24), Casablanca 10 (13). Europe: In 
Poland during the week ended April 30 there were 144 
cases of typhus with 8 deaths, compared with 108 cases 
and 8 deaths in the previous week ; the departments with 
more than ten cases were: Lwow 25, Wilno 17, Polesia 16, 
Stanislawow 14, Nowogrodek 11, Wolhynia 11. In 
Rumania during the week ended March 23, 128 cases of 
typhus were reported, compared with 160 in the previous 
week, occurring mainly in: Orhei 31, Lapusna 21, Covurlui 
15, Balti 12. In Yugoslavia during the week ended April 
24 there were 23 cases of typhus (35 in the previous week), 
distributed as follows: Drina 12, Littoral 9, Zeta 2. 


Universities and Colleges 





UNIVERSITY OF OXFORD 
The touowing notice was published in the Oxford University 
Gazette of May 18: 


First EXAMINATION FOR THE DEGREE OF B.M. 


The Board of the Faculty of Medicine gives notice that 
the following reguiations for human anatomy will be substi- 
tuted on January |, 1939, for those now in force (Examination 
Statutes, 1937, p. 314): 


“Il. Human Anatomy. 

The examination will include (a) a written paper and (+) a 
practical and viva voce examination. Three hours will be 
assigned to each part. In the written examination, candidates 
will be expected to show their acquaintance with the structure of 
the human body, including general topography; the gross and 
minute anatomy of organs and tissues, with special reference to 
processes of growth, development, and structural adaptation ; 
human embryology; and neurological anatomy. In the practical 
and viva voce part of the examination candidates will be required 
to show their knowledge of human anatomy by reterene to 
dissected material; to recognize and describe microscopical and 
embryological specimens, normal radiographs, and special dis- 
sections; and to give evidence of their acquaintance with suriace 
anatomy on the living subject.” 


Dr. R. H. S. Thompson has been elected to a Radcliffe 
Medical Fellowship and Praelectorship in Medical Science of 
University College. 
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UNIVERSITY OF CAMBRIDGE 
At a congregation held.on May 13 the following medical 
degrees were conferred: 
M.D.—T. O. Garland, G. H. Jennings, W. F. Nicholson. 
M.B., B.CHir.—J. H. Ward. 


Assistants in Medical Research 


The Appointments Committee of the Faculty of Medicine 
will shortly proceed to appoint three assistants in research to 
the Regius Professor of Physic‘to hold office for three years 
from October 1, 1938. (1) Assistant in research in radiology. 
This is primarily a research appointment, but will include part- 
time duties as assistant in the x-ray department at Adden- 
brooke’s Hospital, with opportunities for x-ray investigations 
in the Department of Anatomy. Salary £600 a year. (2) 
Assistant in research in psychiatry. This is primarily a 
research appointment, but will include part-time duties as 
assistant in the psychiatric department of Addenbrooke's 
Hospital, with opportunities for work in the Department of 
Experimental Psychology. Salary £500 a year. (3) Assistant 
in research in pathology (morbid anatomy and _ histology). 
This is primarily a research appointment, but will include part- 
time duties as assistant in the pathology department of Adden- 
brooke’s Hospital, with opportunities for work in the Depart- 
ment of Pathology of the University. Salary £500 a year. 
Applicants for these posts should hold the medical degrees of 
a university within the British Empire. and should produce 
evidence of special training after qualification in radiology or 
psychiatry or pathology, as the case may be. Further informa- 
tion may be had from the Secretary of the Appointments 
Committee of the Faculty, Mr. R. Williamson, Department of 
Pathology. Tennis Court Road, Cambridge, to whom applica- 
tions, together with three testimonials, a statement of previous 
appointments, and copies of published papers, should -be sent 
by July 1. 

The Oral Examination in Pharmacology 

Under the old regulations elementary pharmacology in the 
Second M.B. Examination, Part Ill, consisted of a practical 
and an oral examination. Under the regulations of October 
1, 1934, which came into force in March, 1936, a longer oral 
examination was substituted, because a practical examination 
on the new course was not feasible. This examination has now 
been held four times, but has been unsatisfactory, because 
in the case of some candidates it is difficult to assess their 
knowledge in an examination which is wholly oral. More- 
over, a wholly oral examination is not in accord with 
Regulation 17. The Faculty Board therefore proposes that 
a two-hours paper in pharmacology be added. 


UNIVERSITY OF LONDON 


At a meeting of the Senate held on May 18 the Dunn 
Exhibitions in Anatomy and Physiology for 1938 were awarded 
to S. D. V. Weller of University College and J. W. L. Doust 
of King’s College respectively. The degree of D.Sc. in Bio- 
chemistry was conferred on W. T. J. Morgan. 


Sr. GeorGce’s Hospitrat MEDICAL SCHOOL 


Sir Frederick Hobday, Emeritus Professor, Royal Veter- 
inary College and honorary lecturer in comparative medicine 
to St. George’s Hospital Medical School, will give a course of 
six lectures, entitled “A Comparison of Diseases in Animals 
and Man,” in the Medical School on Mondays at 5 p.m., 
beginning on May 30. The lectures will be illustrated by 
epidiascope and cinematograph, and are open, without fee, to 
all medical and veterinary practitioners and students. 


LONDON HospitTaL MEpDICAL COLLEGE 


Two open scholarships, each of the value of £100, have been 
awarded to H. G. Danziger of Trinity College, Cambridge, 
and F. E. T. Scott of Clare College, Cambridge, for the 
academic year 1938-9. 

A course of two lectures on “The Physiology of the 
Digestive Glands ™ will be given at University College, Gower 
Street, W.C., by Dr. B. P. Babkin, Research Professor of 
Physiology in McGill University, Montreal, on June 7 and 9 
at 5 p.m. At the first lecture the chair will be taken by 
Professor C. Lovatt Evans, F.R.S. The lectures, which will 
be illustrated with lantern slides, are addressed to students of 
the University and to others interested in the subject. Admis- 
sion is free, without ticket. 


UNIVERSITY OF DURHAM 
At a meeting of the Council of King’s College, Newcastle, on 
May 16, Angus E. W. McLachlan, M.B., Ch.B., Ph.D.Ed., was 
appointed lecturer in venereal diseases, in succession to Dr. 
Sidney Thompson, who has resigned. 
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UNIVERSITY OF WALES 
WELSH NatiONAL SCHOOL OF MEDICINE 

The Council of the School, at its meeting on May 19, 
appointed Dr. W. H. Tytler to the David Davies Chair of 
Tuberculosis, to fill the vacancy caused by the retirement of 
Professor S. Lyle Cummins on September 30, 1938. Dr 
Tytler, who graduated in medicine at the University of 
Toronto, at present holds the post of Research Bacteriologig 
to the Welsh National Memorial Association. 


UNIVERSITY OF BIRMINGHAM 
Honorary Degrees 

At the annual degree ceremony on July 2, to rmvark the 
occasion of the opening of the Hospitals Centre and the new 
Medical School on July 14 by the King and Queen, the 
honorary degree of LL.D. will be conferred on the following 
members of the medical profession: Dr. Robert Hutchison, 
President of the Roval College of Physicians of London, Sir 
Cuthbert Wallace, Bt.. President of the Royal College of 
Surgeons of England, and Sir Edward Mellanby, F.RS, 
Secretary to the Medical Research Council. 

UNIVERSITY OF LIVERPOOL 
The Council, at its meeting on May 17. appointed Thomas 
Benjamin Davie, M.D., professor of pathology in the Univer- 
sity of Bristol, to the George Holt Chair of Pathology, in 
succession to Professor J. H. Dible. 

The title of Professor of Tropical Diseases of Africa was 
conferred on Dr. Thomas Herbert Davey while holding the 
directorship of the Sir Alfred Lewis Jones Research Labora- 
tory, Sierra Leone. where he has served for nine years. 


UNIVERSITY OF MANCHESTER 

Presiding at a meeting of the Court of Governors on May 17, 
the Vice-Chancellor, Professor J. S. B. Stopford, gave a survey 
of recent and forthcoming events. He hoped that it would 
very soon be possible to start work on the clearing of the site 
of the new dental hospital, and that building would imme- 
diately follow. Work was proceeding apace with plans for 
alterations to the Burlington Street Drill Hall, which was 
being made into a centre for physical recreation. In_ the 
new gymnasium rooms were being provided which could be 
used for carrying out tests of physical fitness and other forms 
of medical examination. He was hopeful that with the co 
operation of the Medical School it would be possible not only 
to provide medical supervision and promote the physical 
welfare of students, but also to find out a good deal about 
health and the factors influencing health: that would be real 
preventive medicine. The Vice-Chancellor mentioned among 
other developments in the University the proposed creation of 
a degree of Doctor of Dental Surgery. to encourage research 
and advance scientific study, and so help to lift dental surgery 
to its rightful place. 


Dr. E. N. Rowlands has been appointed assistant director of 
the Department of Clinical Investigations and Research, and 
Dr. Benjamin Portnoy chief medical assistant in the Depart 
ment. Mr. H. T. Simmons has been appointed lecturer in 
applied anatomy. 

On May 18, at the Founder's Day commemoration, the 
honorary degree of Doctor of Science was conferred on Sir 
Henry Dale, M.D., F.R.S., Director of the National Institute 
for Medical Research. In accepting the honour paid to him as 
a recognition of medical science, Sir Henry Dale said: “ Your 
University is rightly proud of its fine department for the basal 
sciences of medicine, with the distinguished investigators who 
lead it. Only recently you took one of them from his teaching 
and researches and gave him the highest administrative respon- 
sibility as your Vice-Chancellor. You have here a great hos 
pital devoted to the medical care of the dense population which 
industry has created around you. Here if anywhere are the 
conditions for the growth of a great centre of medical research 
in the fullest sense.” 


UNIVERSITY OF SHEFFIELD 
At its meeting on May 13 the University Council received 
with regret the resignation by Dr. W. Skyrme Rees of the post 
of demonstrator in anatomy. The Council thanked Dr. Rees 
for his services to the University. 


UNIVERSITY OF EDINBURGH 
The honorary degree of LL.D. will be conferred on Dr. W.N. 
Robertson, G.M.G., C.B.E., F.R.A.C.S., Hon. F.A.C.S., Vice 
Chancellor of Queensland University, on July 20, on the 
occasion of the installation of Lord Tweedsmuir as Chancellor 
of the University. 
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ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a meeting of the Royal College of Surgeons of Edinburgh, 
held on May 14, with Mr. W. J. Stuart, President, in the 
chair, the following, having passed the requisite examinations, 
were admitted Fellows: 

H. R. Arthur, F. G. Badger, A. L. W. Bell, A. Curtis, J. D. 
Davies, V. Drach, N. Dutt, T. E. Elliot, D. Evans, B. S. Ghobrial, 
J. R. Gibbs, G. D. Harris, A. R. Hill, S. W. Liggett, E. Lipworth, 
A. Lyall. J. S. MacVine, P. L. O'Neill, E. Parry, J. C. Paymaster, 
R. B. Peckham, J. P. Philp, F. B. Plewes, J. A. Ross, A. G. Rutter. 
S. C. Saptarshi, F. M. Scott, I. D. Sutherland, R. Thorniey, L. E. 
Vine, J. A. Wain, R. A. L. Wenger, H. C. Wykerd. 

The Henry Arthur Dalziel Ferns Bursary was, after a com- 
petitive examination in organic chemistry in its application to 
medicine. awarded to M. Metz. We 

The Bathgate Memorial Prize was, after a competitive 
examination in materia medica and therapeutics, awarded to 
E. Blumenkranz. 


SOCIETY OF APOTHECARIES OF LONDON 


The following candidates have been approved at the examina- 
tion indicated : 

Masres oF Mipwirery.—Herbert Reginald England, M.B., B.Ch., 
Robert Stevenson Cromie, M.D., Louise Alice Matheson, M.B., 
Ch.B., D.P.H., Sumitrabai Shrikhande, M.B., B.S., D.C.O.G. 


Medical News 





The King has appointed Dr. Edmund Claud Malden to be 
Surgeon Apothecary to His Majesty's Household at Windsor 
Castle. in the room of Sir Henry L. Martyn, K.C.V.O., who 
has resigned. 

Sir William Bragg, O.M., President of the Royal Society. will 
open the Meyerstein Institute of Radiotherapy at the Middle- 
sex Hospital on Thursday, June 9, at 3 p.m. 


The House of the British Medicai Association, including the 
Library. will be closed for the Whitsun Holiday from 5 p.m. 
on Friday, June 3, to 9 a.m. on Tuesday, June 7. (Library 
10 a.m.) 

The House and Library of the Royal Society of Medicine 
will be closed for the Whitsun holiday from Saturday, June 4, 
to Monday. June 6, both days inclusive. 


The Buckston Browne annual banquet of the Harveian 
Society of London will be held at Merchent Taylors’ Hall, 
Threadneedle Street, E.C., on Tuesday, June 14, at 7.30 for 
8 p.m. 


The Chairman and Directors of Boots Pure Drug Company, 
Limited, are celebrating the jubilee of the firm by a luncheon 
party at the Savoy Hotel, London, on Thursday, June 2. Lord 
Trent. Chairman and Managing Director, will preside and the 
principal guest will be the Minister of Health. 


In our advertisement columns this week the Senate of the 
University of London invites applications for the Chair of 
Radiology, tenable at the Royal Cancer Hospital, at a salary 
of £1,500 per annum. 

A meeting of the Kensington Division of the British Medical 
Association will be held in the Great Hall of B.M.A. House, 
Tavistock Square, W.C., on Friday, June 24, at 8.45 p.m., 
when a symposium on “Co-operation within the Profession ™ 
will be opened by Sir William Willcox. Viscount Dawson of 
Penn, Dr. W. A. Daley (Principal Medical Officer, L.C.C.), 
Dr. James Fenton (President, Society of Medical Officers of 
Health), Dr. G. C. Anderson (Secretary, British Medical 
Association), Dr. E. A. Gregg (Chairman, London Panel Com- 
mittee and Insurance Acts Committee), and Dr. Alfred Cox 
(Secretary, London Public Medical Service) will take part in 
the subsequent debate. 

The National Institute of Industrial Psychology’s vacation 
course in psychological methods of vocational guidance will 
be held at the London School of Economics from August 3 
to 13. During the same period and at the same place a 
vacation course in the administration of Binet-Simon tests of 


- Sprinter ~ 


intelligence will also be held. The fee for the former course 
is five guineas and for the latter three guineas. Applications 
should be sent as soon as possible to the Secretary of the 
N.LLP., Aldwych House, W.C.2. 


The German Tuberculosis Congress will be held at Zoppot 
on June 10 and 11 in connexion with the meeting of the 
medical officers of the German Public Health Service. Further 
information can be obtained from Reichstuberkulose- 
Ausschuss, Einemstrasse 11, Berlin, W.62. 


The third Congress of the Italian Radio-Neuro-Chirurgical 
Society will be held at Pisa from June 4 to 6. Further 
information can be obtained from the president, Professor 
Ayala, Clinica delle Malattic del Sistema Nervoso, Pisa. 


The thirteenth Congress of the International Association for 
the Protection of Childhood will be held at Frankfurt-am- 
Main from June 12 to 18. Further information can be 
obtained from the Secretariat, Saalbau, Junghofstrasse, Frank- 
furt-am-Main. 


The first Pan-American Congress of Endocrinology, which 
is also the first congress of endocrinology to be held in any 
part of the world, will take place at Rio de Janeiro from July 
17 to 23 under the presidency of Professor Aloysio de Castro. 
It will consist of four sections dealing respectively with the 
experimental, clinical, surgical, and medico-social aspects of 
endocrinology. Further information can be obtained from 
the Academia Nacional de Medicina, Avenida Augusta 
Severo 4, Rio de Janeiro, Brazil. 


The twenty-ninth Congress of the German Réntgen Society 
will be held in Munich from July 4 to 7. Further information 
can be obtained from the president, Dr. G. A. Weltz, 


Ludwigstrasse 4, Miinchen, 22. 


There has been set up in the Kaiserin Friedrich-Haus, 
Robert Koch-Platz 7, Berlin, N.W.7, an information bureau 
which will be able to give doctors every kind of information. 
The office is semi-official, and gives advice impartially and 
free of charge. It would be to the advantage of every visiting 
doctor to get into touch, before or after his arrival in Berlin, 
with the Kaiserin Friedrich-Haus, so as to save time and 
make the most of his stay. 


King Edward’s Hospital Fund for London has just issued 
the May edition of the out-patient time-table to all doctors 
in the London area. The object of the time-table is to 
prevent, as far as possible, patients attending out-patient 
departments on the wrong day or at the wrong time. Further 
copies are obtainable free from the publishers, Messrs. George 
Barber and Son Ltd., 23, Furnival Street, E.C.4. 


The April issue of the Chinese Medical Journal is devoted 
to the history of Chinese medicine. 


The issue of Paris Médical for May 7, which is devoted to 
diseases of the heart and vessels, contains an appreciation by 
Dr. H. Grenet of the international congress on rheumatism 
recently held at Oxford, Bath, and London. The issue for 
May 14 contains the list of the consulting and resident staff 
of the Paris hospitals. 


To celebrate the fiftieth birthday of the American Associa- 
tion of Anatomists, a portrait medal has been struck in 
memory of its first president, Joseph Leidy (1823-91). This 
was designed by Robert Tait McKenzie, Canadian physician 
and sculptor (now living in Philadelphia), of whose work “ The 
at Cambridge, * The Athlete at Oxford, and the 
Scottish-American War Memorial at Edinburgh are familiar 
examples on this side of the Atlantic. 

Mr. Harry Oakes has made a gift of £60,000 to St. George’s 
Hospital and on May 19 was elected a vice-president. A 
short time ago he gave £20,000 to the hospital. 

Dr. J. A. Struthers (Inner Temple) was called to the Bar on 
May II. 

Dr. Mohammed Mahfouz Bey, principal medical officer, 
ophthalmic section, Government Hospital, Alexandria, has 
been elected President of the Ophthalmological Society of 
Egypt. 
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Letters, Notes, and Answers 





All communications in regard to editorial business should be 
addressed to THe EDITOR, British Mepicat Journact, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published m_ the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
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QUERIES AND ANSWERS 
Mosquito Bites 


“B.S.” writes: In the course of my holiday this summer I shall 
be visiting places where mosquitos may be expected. Is 
there any preparation one can apply to the exposed skin 
which will repel these insects? In the event of a bite, what 
is the best immediate local treatment? 


*.* Some years ago the Medical Officer of Health for 
Belfast advised oit of lavender on the hair or clothes as a 
preventive of mosquito bites. “As the mosquito frequently 
bites about the ankles, two pairs of thin socks or stockings 
are better than one thick pair. ... To protect the face 
use a 50 per cent. alcoholic solution of thymol, or oil of 
cloves in lanoline. If bitten, dab on at once a weak 
solution of ammonia or of washing soda or common soap 
and vinegar, or apply a cut onion to the sore. If the 
irritation is severe apply iodine in glycerin.” 


Menostaxis 


Dr. ALISTAIR FrencH (Greenford) writes: I suggest that 
“ A. H. 1.” Journal, May 21, p. 1142) should try a course of 
“antuitrin S” for his patient, who would appear to have 
an endocrine imbalance: 1 c.cm. subcutaneously twice a 
week for six to ten weeks should re-establish a more normal 
rhythm. This was successful in a recent very similar case 
of mine, and I should be interested to hear the result from 
“ A. H. I.” if he tries this treatment. 


‘Income Tax 
Temporary Residence in the United Kingdom 


“A.D.” is a British subject and was resident in the United 
Kingdom until 1928. Since then he has resided and worked 
abroad (but was on leave in this country between June 15 
and December 13, 1933) up to May 7, 1937. He was in the 
United Kingdom from that date to January 15, 1938, and 
during that period terminated his appointment abroad. On 
the last-mentioned date he sailed to take up another appoint- 
ment and has been abroad since. On leave he received on 
departure a lump sum representing two months’ pay for each 
year’s service. He holds shares in British companies, and 
income tax is deducted from these on payment. He makes 
certain allowances to relatives. 


** “A.D.” is apparently not liable to income tax in 
respect of his foreign earnings—it is assumed that the 
appointments abroad were not held from companies regis- 
tered in the United Kingdom. As regards the dividends, 


——— 


he is entitled to relief from the income tax—not to the 
allowances which would be made if he were resident in this 
country but to the proportion of such allowances in the 
ratio of his total income to his United Kingdom income, 
(An application for the appropriate form of claim should 
be made to the Chief Inspector of Taxes, Waterloo House, 
London, S.E.1.) A further allowance may be due on any 
income which arises abroad but is paid to him under 
deduction of tax because it is paid through an office in 
England. The allowances in question would include 
anything in respect of the payments made to relatives, pro 
vided that the relative concerned is “incapacitated by 
reason of old age or infirmity.” 


Allowance for Wear and Tear 


“J. C.” inquires whether there is a statutory right to “the 


additional 10 per cent.” 


_ *." Yes. Rule 6 of Cases I and Il, Schedule D, provides 
for “such deduction... as the Commissioners . . . may 
consider just and reasonable.” and Section 18 of the Finance 
Act provides that “the Commissioners . . . shall allow an 
additional deduction equal to one-tenth of . . . the deduce 
tion attained under the said Rule 6.” The present Budget 
proposes to increase the one-tentH to one-fifth, and assuming 
it becomes law for 1938-9, where 20 per cent. is considered 
“just and reasonable the actual deduction due will be 
20 per cent. plus one-fifth of 20 per cent.—that is, 24 per 
cent. 


LETTERS, NOTES, ETC. 


Elementary Ambulance Instruction 


First Alp” writes: There must be many practitioners like 
myself who, having given leciures or conducted examinations 
in first aid, pray that it may never be their lot to be treated 
by their classes. | am sure that for the elementary first-aid 
courses too much is taught in lectures and in the manuals, 
Too much stress is laid and time spent on the treatment of 
fractures. Surely it is unnecessary to know the Latin names 
for the bones. | have known pupils from elementary classes 
asked in their first examination what Pott’s and Colles’ 
fractures were. While wise lecturers may tell them that the 
less they do to a fracture the better, they are expected in 
their examination to know how to apply splints and 
bandages. They cannot realize what damage and shock they 
may produce by inexperienced handling. I am told that 
the home nursing lectures are hardly practical and simple 
enough for beginners, and for those who will only have te 
nurse in cottages and small houses. I should be glad to know 
if others agree with me. The majority of those people to 
whom I lecture are easily confused, and the simpler we cae 
make the subject the better. 


Rate of Growth of Nail 


Dr. L. W. HerFERMAN (Swansea) writes: On December 26, 


1937, an injury produced a small subungual haematoma of 
my right middle finger. The discoloration was just visible 
at the edge of the cuticle. 1 have seen it emerge into the 
open, and now, five months later (May 22, 1938), like the 
setting sun, it is disappearing over the distal margin of the 
nail. The distance traversed has been 1.4 cm.; this is 
the length of the nail from the cuticle to the cut edge. The 
nail has therefore grown 1.4 cm. in five months. 


Medical Pictures 


A correspondent writes: The elevenih annual exhibition of 


the New York Physicians’ Art Club, which opened at the 
New York Academy of Medicine on May 7, is essentially 
conservative and conventional, the majority of the 170 
paintings being the tangible result of a summer vacation’s 
leisure and as such of no medical interest. Among the 
notable exceptions, however, are several abstractions which 
are certainly origywal. Dr. M. M. Melicow’s oil abstrac 
tion “Exploratory Operation™ depicts two _— surgeons 
stooping over a large recumbent question mark. In Dr. 
F. M. Margaretten’s painting * Caesarean Section,” famous 
figures in its history watch from the gallery a modern opera? 
tion being performed. Among the photographs exhibited, 
those by Gregory Zilboorg and by Max Thorek afé 
particularly effective. 
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